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ABSTRACT
Stigma about mental health is often cited as a major reason why those 
who would benefit from treatment for mental health disorders do not 
seek help. It is suggested that potential consumers deny themselves 
treatment in order to avoid the resulting public discrimination and self­
stigmatisation. However, the empirical evidence to support this theory is 
mixed. The purpose of this review is to evaluate the research on either 
side of the debate. Although some evidence for an association between 
attitudes, intentions and behaviour towards care seeking exists it is not 
conclusive. Typically, correlational studies are used so causation cannot 
be established. In addition, much research is limited by the sampling of 
non-clinical populations. The lack of established scales and universally 
accepted concepts of stigma reduce the amount to which studies are 
comparable. Thus, the research considered does not provide conclusive 
evidence that stigma negatively affects treatment seeking. However, 
further research is needed to investigate the mediating effects of 
different factors affecting care seeking and this may further our 
understanding of the role of stigma in treatment seeking.
INTRODUCTION
The stigma associated with mental health is often identified as a major 
barrier to care (e.g. Corrigan 2004). However, the empirical evidence to 
support this idea is mixed. The purpose of this review is to examine the 
research on the role stigma about mental health plays in care seeking. 
After an introduction to the subject -  including an explanation of position 
-  relevant theory and concepts will be discussed. The evidence both for 
and against a link between stigma and treatment seeking will be
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considered, with implications for practice and further research.
Research indicates that individuals who may benefit from mental health 
services fail to access them. A survey of 8,098 people in the US found 
that less than 40% of the 6.2% of respondents with serious mental 
illness had received stable treatment in the previous year (Kesser et ai, 
2001). Similarly, analysis of a British survey found the majority of people 
suffering anxiety disorders did not seek help (Bebbington et ai, 2000). 
Treatment participation is also low for other mental illnesses (Narrow et 
ai, 2000). Stigma is cited as one of the reasons for low participation in 
treatment (e.g. Corrigan, 2004), before considering the evidence 
supporting this claim, this review will include a brief discussion of the 
background issues.
Recent research provides insight into how stigma about mental health is 
experienced by the stigmatised. A study of 732 participants from 27 
countries found negative discrimination was experienced by individuals 
with a diagnosis of schizophrenia in respect to employment and social, 
family and sexual relationships (Thornicroft et ai, 2009). Positive 
discrimination was negligible. This research supports the notion that 
stigma only needs to be anticipated to have an effectuas over a third of 
participants reported anticipated discrimination had affected their 
behaviour even if no discrimination was experienced.
Evidence of public endorsement of stigmatising attitudes comes from 
the Department of Health Attitudes to Mental Illness Surveys which have 
been carried out in England since 1994. An analysis of results between 
1994 and 2003 showed a significant decline in 17 of 25 items. There 
was no significant improvement in any item between 2000 and 2003 
(Mehta et ai, 2009).
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In the UK, the Government, NHS and mental health charities all 
recognise the importance of reducing stigma. The Time to Change 
initiative, which consists of a partnership between mental health 
charities and the Department of Health, acknowledges that stigma and 
discrimination are identified by mental health users as one of the most 
significant issues they face (Henderson & Thornicroft, 2009). The 
campaign aims to change public opinion and, crucially, reduce 
discrimination as experienced by those with mental health issues 
(Henderson & Thornicroft, 2009).
Stigma has also been recognised by the NHS as an important issue. In 
December 2009, the Department of Health, in association with the NHS, 
launched New Horizons, a consultation document detailing proposals for 
improving mental health care (Department of Health, 2009). This report 
identifies tackling stigma as a key priority and pledges that cross­
government action will be initiated to combat stigma.
THEORY
Corrgian and Watson (2002) identified two aspects of stigma; public 
stigma and self-stigma. Public stigma concerns the endorsement of 
stereotypes by a social group and that group acting against those who 
are stigmatised. When these stereotypes are internalised by stigmatised 
individuals, they are experiencing self-stigma which may lead to a loss 
of self-esteem and self-efficacy.
Social-cognitive models have identified the cognitive, emotional and 
behavioural aspects implicated in the formation and maintenance of 
stigma. In terms of public stigma, cognitive knowledge structures are 
formed of beliefs, or stereotypes, about a specific group. Typically, 
negative beliefs about those with mental illness concern dangerousness
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and a desire to maintain social distance (Link et ai, 1999). Endorsement 
of these beliefs leads to a cognitive response of prejudice and an 
emotional reaction such as fear or anger towards the mentally ill. The 
behavioural reaction is discrimination, for example, avoidance of those 
who are stigmatised. For self-stigma, social stereotypes are internalised 
and related to the self: prejudice stems from agreement with these views 
and leads to a negative emotional reaction. Discrimination would take 
the form of social withdrawal or failing to pursue opportunities where 
stigmatisation is anticipated. Thus, discrimination doesn’t need to be 
actual to affect the stigmatised; anticipation itself can lead to a 
behavioural response.
According to the social-cognitive model, awareness of stereotypes 
doesn’t mean an individual will necessarily endorse those views. In 
terms of self-stigma, Corrigan and Watson (2002) describe three 
possible reactions: loss of self-esteem and self efficacy, indifference and 
righteous anger. An explanation of the ‘paradox of self-stigma’ comes 
from a situational model, where an individual’s reaction to stigma may 
fluctuate depending on the parameters of a situation. In experiencing a 
negative reaction, say diminished job opportunities, an individual will 
either judge the reaction as legitimate -  leading to lower self-esteem -  
or reject the reaction leading to anger or indifference. Those who identify 
with the stigmatised group experience righteous anger and those who 
don’t experience indifference. Evidence for the theory of righteous anger 
comes from research by Bagley and King (2005), who found a minority 
of their sample reacted positively to stigma.
An alternative view of the development of stigma comes from Link and 
Phelan’s sociological model (2001) which describes stigma in several 
steps -  labelling, stereotyping, separating and emotional reactions -  that 
lead to discrimination and status loss in those who are stigmatised. As
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Rüsch et al. (2005) suggest, these two approaches are not 
incompatible, in fact the concepts of stereotypes, separation and status 
loss/discrimination, form parallels to Corrigan and Watson’s stereotypes, 
prejudice and discrimination. Link and Phelan add to this the necessity 
of power differentials in order for stigma to exist. They use the example 
of how in-patients could form stereotypes and prejudicial attitudes about 
members of staff and display discriminatory behaviour towards them. 
Yet, this does not make the staff a stigmatised group, as the patients 
don’t have the social, cultural, economic, or political power for their 
discrimination to have serious consequences. In addition to power, Link 
et a/.’s modified labelling theory (1989) suggests stigma also involves 
recognition of difference between groups and a resulting labelling. In 
terms of care seeking, people are seen as motivated to avoid treatment 
in order to avoid the negative consequences of being labelled.
Institutional and structural models of stigma illustrate how stigma can 
impact on people’s lives via discriminatory rules and policies, or the 
withholding of rights. As this review is concerned with whether 
perception of stigma affects a particular behaviour, these aspects of 
stigma, while important, are outside the scope of this work.
Terms
For the purposes of this review, the term stigma will be used to include 
public and self-stigma except where the distinction is made explicit. As 
the effects of stigma are in evidence whether it is perceived or actual 
this distinction will only be made explicit in evaluating research where 
necessary. Care-, help- and treatment seeking will be used 
interchangeably to mean approaching formal mental health services for 
treatment unless otherwise stated.
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METHOD
Relevant research was identified by searching the electronic databases 
Psycinfo, Medline and the journal Clinical Psychology Review. These 
databases include journals and other works related to mental health 
disciplines. Articles from peer-reviewed journals and book chapters were 
included in the search.
Search terms included stigma* (to allow for all terms with this root) and 
related words generated using a thesaurus. Abstracts were considered 
to identify the most relevant research. Where appropriate, research 
referenced in these articles was obtained. Work from any point in time 
that was considered to make a contribution to the debate was included 
at this stage.
Evidence supporting a link between treatment seeking and stigma will 
be discussed, followed by studies that suggest there is no link. 
Discussion of strengths and weaknesses is not intended to be 
comprehensive for each study but will focus on issues either considered 
particularly pertinent or not identified by the authors. Consideration of 
the limitations of research in this field will be included either as the 
issues arise or when it is most relevant to a particular piece of research. 
Clinical implications will be discussed where relevant.
Evidence For a Statistically Significant Association Between 
Stigma and Treatment Seeking
Attitudes to treatment
Some research has found a link between stigma about receiving help 
and attitudes towards treatment. A study that sampled 311
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undergraduate students at an American university found higher levels of 
perceived stigma were negatively correlated with favourable attitudes 
towards seeking counselling (Komiya et al., 2000). Stigma towards 
seeking help was measured using a five-item scale developed for the 
research. Reported results of simultaneous multiple regression analyses 
indicate that gender (male), perception of stigma, discomfort with 
emotions, and lower psychological distress accounted for 25% of 
variance in attitudes toward seeking psychological help with stigma 
being a significant, unique predictor of attitude.
This research has several limitations, some of which are common in this 
area. Non-clinical samples are typically used, which can potentially differ 
in significant ways from clinical populations. As non-clinical populations 
are by definition not publicly recognised as part of the stigmatised group, 
they do not have lived experience of stigma which can not be 
considered equivalent to imagining the process. Typically clinical 
populations are accessed through services, however to measure the 
current hypothesis, individuals who have clinical levels of distress but 
have not accessed services need to be compared with those who have. 
Accessing the former population is problematic in terms of practicalities 
and ethically it would be questionable to attempt to access the lives of 
individuals who have chosen not to have contact with mental health 
services. In terms of this research, a community sample with measures 
of distress would be preferable.
Golberstein et al. (2008) questioned two of the items on the five item 
scale used in Komiya et a/.’s study. The items were: “It is a sign of 
personal weakness or inadequacy to see a psychologist for emotional or 
interpersonal problems” and “It is advisable for a person to hide from 
people that he/she has seen a psychologist.” They argue that these 
statements measure the individual’s own stigmatising attitudes rather
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than public stigma -  although as Corrigan (2004) states the two 
concepts “interact with and augment each other”.
As is common in this field, the design of Komiya et a/.’s study is 
correlational meaning causal relationships cannot be established as the 
relationship between stigma and care seeking could be confounded by 
any number of variables. Although this method is limited, it would not be 
practical or ethical to create the experimental conditions that would 
provide stronger support for a causal relationship. For example, random 
assignment to different conditions and manipulation of independent 
variables would necessitate actively inducing feelings of stigma in one 
group. Correlational evidence may be the best option for research into 
this subject and any conclusions drawn must take this limitation into 
account.
Despite these weaknesses, Komiya et a/.’s study (2000) does indicate 
an link between a specific element of stigma — an evaluation of how 
stigmatising it is to receive treatment -  and attitudes towards seeking 
help. Further research has considered stigma and the relationship to 
intentions towards care seeking.
Intentions towards care seeking
Barney et al. (2006) performed research on a random community 
sample study with 1,312 participants. Results showed that self-stigma 
and perceived stigma significantly predicted care-seeking intentions for 
depression from a variety of sources including GPs, psychologists and 
psychiatrists. Self-stigma was measured in terms of the amount of 
embarrassment associated with seeing different types of health care 
professionals. Results showed levels of self-stigma varied according to 
the source of help; anticipated embarrassment was highest for
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consulting a psychiatrist and lowest for seeing a GP. This suggests 
certain aspects of self-stigma may increase throughout a care pathway. 
Clinicians should therefore be aware of the current level of stigma being 
experienced in order to help keep people in treatment. Similarly, Link et 
al. (1989) suggest levels of stigma can vary depending on the point of 
care, with stigma increasing when individuals start treatment and have 
to cope with the consequences of care. Participants in Barney et a/.’s 
research also expected to experience condescension from mental 
health workers, believing they would be considered “unbalanced and 
neurotic”. Thus clinicians need to ensure their behaviour is not 
perceived as endorsing stereotypes and to foster a trusting, open 
environment where negative concerns about the treatment team can be 
safely explored.
One limitation, which is a common problem in this area of research, 
relates to terminology. In order to address specific questions, complex 
and multi-dimensional concepts are reduced to discrete elements. Here 
self-stigma is equated with embarrassment about contact with mental 
health workers. Although embarrassment and resulting shame are part 
of being stigmatised, it is only one aspect. While it could be argued that 
focussing on one element is all that is practicable, this focus affects the 
comparability of results from different studies. Despite this, Barney et 
a/.’s study provides insight into an aspect of community beliefs 
concerning source-specific help seeking and highlights interesting 
issues relating to professional practise.
A further study in this area measured self-stigma in a different way. 
Schomerus et al. (2009) investigated two aspects of stigma and help- 
seeking intentions for depression; anticipated discrimination by others 
and desire for social distance from those seeking help. Results showed 
that self-stigmatisation negatively affected help-seeking intentions, but
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anticipated discrimination by others was not linked to a specific form of 
care seeking; seeing a psychiatrist at the suggestion of one’s GP.
The study used a representative population survey with a large sample 
of 2,303 participants. Although a non-clinical population was used, data 
was collected on depressive symptoms and prior contact with 
psychiatrists. Scales measuring the two aspects of stigma were 
developed from a focus group of 17 patients who discussed actual and 
anticipated discrimination. Developing a scale based on first-hand 
feedback in this way maximises the relevance of the items included.
Contrary to the authors' hypothesis, regression models indicated that 
anticipated discrimination had no independent statistical influence on 
help-seeking intentions either for the general sample or the sub-set who 
had current depressive symptoms. The authors suggest this could be 
because those who need treatment intend to avoid or neutralise 
discrimination by keeping their situation secret.
Applying a health-belief model would involve analysing care seeking in 
terms of perceived cost and benefits. It is possible in this case the 
perceived cost of stigma is relatively low due to the particular disorder 
being investigated. While depression is often used in community 
samples due to prevalence and concealability, this may have given a 
skewed impression of stigma experience, as some authors have argued 
that depression is one of the least stigmatised disorders (e.g. 
Pescosolido et ai, 1999).
The study equates desire for social distance from those seeking help 
with self-stigma. However, using Corrigan and Watson’s (2002) 
conceptualisation of stigma, it is not clear that this discriminatory attitude 
would necessarily be internalised creating self-stigma. A desire for
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social distance is also consistent with rejecting self-stigma via either 
indifference or anger.
The evidence considered so far has indicated a correlation between 
stigma and attitudes or intentions towards seeking care. The extent that 
attitudes and intentions predict behaviour is debatable but there is some 
evidence concerning whether stigma levels predict behaviour.
Stigma and reluctance to seek treatment
A study with a small convenience sample found almost half the 
participants reported having wanted to, or felt they needed to, seek help 
at some stage but not having done so (Wrigley et al., 2005). The most 
common reason cited for not seeking help was embarrassment. The 
work of Meltzer et al. (2003) provides further insight into reluctance 
around care seeking. All respondents from a national UK survey with a 
neurotic disorder were asked about reluctance to seek treatment in the 
previous year. The most commonly cited reasons for not seeking help 
were “Did not think anyone could help”, and “A problem one should be 
able to cope with”. Reasons relating to stigma included being 
embarrassed about discussing issues and afraid of what friends and 
family might think. Three factors were associated with being too 
embarrassed to seek help: age, sex, and whether respondents had 
children. The odds of providing this reason were 2-3 times greater for 
younger rather than older adults, for men compared with women and for 
those with no children compared with those who had children.
However, one point is unclear. The authors state they sought responses 
to an open question: “What were your reasons for not going to a doctor 
or other professional?”, yet later state the “determinants of reluctance, 
as we have elicited it, do not include factors we did not elicit, like
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reduced opportunity due to waiting times, or a more global avoidance of 
health care”. Therefore, it is not clear if reasons for reluctance came 
solely from respondents. As this research didn’t compare those who did 
seek help with those who didn’t, the conclusions are limited. However, it 
does indicate that stigma has a role in treatment reluctance, although 
the extent of this has yet to be measured.
Predicting help-seeking behaviour
A generic problem in this field of research is the lack of psychometrically 
tested and universally used stigma scales. Often researchers develop a 
scale specifically for their research (e.g. Komiya et al., 2000) which 
means that the psychometric properties of the scale have not been 
extensively cross-validated and that results of different studies are not 
comparable. As part of the process of testing the validity of a newly 
developed self-stigma scale, Vogel et al. (2006) investigated their 
scale’s ability to predict help-seeking behaviour. The study drew on a 
sample of 655 participants, 31 of which had sought psychological help in 
the previous two months. Results showed that those who had sought 
help reported significantly less self-stigma before seeking treatment. A 
discriminant analysis indicated that the scale significantly differentiated 
between those who sought help and those who did not. Despite the 
small, self-selecting, non-representative sample this is an important step 
towards developing a self-stigma scale and indicates that levels of self­
stigma can predict treatment-seeking behaviour. Further research is 
needed to establish reliability and validity of the scale with populations 
that differ in terms of age, socio-economic and educational background, 
geographical location, culture and clinical problems.
The research considered thus far has found a significant statistical 
association between some aspects of stigma and attitudes and
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intentions concerning treatment. Self-stigma and public stigma have 
been cited as reasons to avoid treatment and levels of self-stigma have 
predicted care-seeking behaviour. Further studies are needed to clarify 
and confirm these relationships in clinical populations and those that 
differ from the original samples. The alternative view will now be 
considered.
Evidence Against a Statistically Significant Association Between 
Stigma and Treatment Seeking
Stigma and help-seeking behaviour
A recent US study found no statistically significant relationship between 
perceived public stigma and treatment seeking, leading the authors to 
suggest stigma is not the barrier to care that had been supposed 
(Golberstein et al., 2008). The research was based on cross-sectional 
survey data from a sample of 2,782 university students, using measures 
of depression and anxiety, perceived need for help, and whether 
participants had used medication, therapy or counselling in the past 12 
months. Perceived public stigma towards mental health service usage 
was measured using the Stigma Scale for Receiving Psychological 
Help, as developed for Komiya et a/.’s study (2000). Although, there was 
no significant relationship between perceived public stigma and service 
use, the study did find that stigma was negatively associated with the 
probability of perceiving a need for help among participants aged 18-22, 
but not for older students.
The authors suggest the design of the study may have confounded the 
results. Participants were asked about service utilisation in the previous 
12 months, while current levels of stigma and depression were 
measured. For the sub-group who reported having treatment, it was
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assumed that perceived low levels of public stigma contributed to the 
decision to seek care. However, it is possible those who sought care 
may perceive higher levels of stigma, if, for example, treatment had 
been unsuccessful. This may explain the lack of association between 
stigma and service use.
However, further studies have also concluded that stigma does not have 
a significant impact on treatment seeking (Jorm et al., 2000). This 
prospective, longitudinal design using a community sample found no 
association between a measure of perceived public stigma and help 
seeking, even for those who had high levels of depressive symptoms.
Use of a prospective design is a major strength of this work and unusual 
in research in this area, it means fewer potential biases or confounding 
variables than with a retrospective design. However, the concept of 
‘help seeking’ used is over-inclusive, covering actions designed to 
alleviate symptoms ranging from ‘taking the occasional drink’ to ‘having 
ECT. Interest in the link between stigma and help seeking is more 
appropriately pitched at the level of access to formal services as this is 
where the deficit has been identified.
In addition, the measure of discrimination beliefs used was a single-item 
measure i.e. whether an action involved another person knowing the 
participant’s psychiatric history. Stigma is considered to be a multi­
dimensional concept, the richness of which could not be captured by a 
single-item measure.
Stronger evidence for the lack of a link between stigma and care 
seeking comes from the work of Blumenthal and Endicott (1996). The 
research consisted of structured interviews with 101 participants who 
met DSM-III-R criteria for a major depressive episode lasting at least
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four weeks within three years of the interview. The sample was split in 
that 55% did not seek any treatment and 45% did. Logistic regression 
analyses found significant predictors of treatment seeking included a 
history of prior treatment, higher education, and greater episode length. 
The main reasons cited by those who didn’t seek help were that they felt 
they could cope alone, did not consider their condition serious or did not 
recognise it as an illness.
The research found that for this sample, stigma was not a significant 
barrier to treatment seeking. For stigma-related items the responses 
were: 25% did not want to discuss personal issues, 13% were 
concerned others might find out about the episode, 9% were worried 
about how information about their condition might be used, 7% were 
concerned about there being a record of treatment and 4% were 
concerned about their friends or family not approving.
Perhaps the most pertinent limitation to this study is that the reasons for 
not seeking care were suggested by the researchers rather than coming 
from the participants. Thus, the results may not be an accurate 
representation of participants’ experience. In addition, some items may 
need to be unpacked to ensure they don’t contain stigma-related views. 
For example, when participants claimed they “thought they could handle 
it themselves” if “could” actually meant “should” to these individuals that 
item has a different meaning than has been assumed.
Despite the limitations, this research identifies issues that merit further 
study. In particular, it would be useful to further our understanding of 
individual’s assessment of their condition including how that changes 
from sub-threshold to clinical and leads to actively seeking treatment.
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Alternative reasons for reluctance to seek help
Research by Kessler et al (2001 ) drew on a US survey of 5,877 
respondents who screened positive for a mental health disorder. In 
support of Blumenthal and Endicott’s findings (1996), Kessler et al. 
found that the majority of those with a serious mental issue who were 
not being treated, did not believe they had a problem that required 
treatment. Of those who recognised their need for care but didn’t seek, 
45% reported perceived lack of effectiveness of treatment. The most 
commonly reported reason for failing to seek treatment (72%) was 
wanting to solve the problem alone. The only response that relates to 
stigmatisation -  “concerned about what others might think” -  was 
endorsed by 14% of those with a serious mental illness who had not 
received treatment in the previous year. Again, further investigation of 
phrases such as “I wanted to solve the problem on my own” are needed 
to ascertain whether they contain stigma-related elements.
Other research in the area also indicates that factors other than stigma 
influence care seeking. Prior et al. (2003) investigated factors affecting 
disclosure of emotional distress. In contrast to other studies, their 
research used focus groups and the issue of stigma was not explicitly 
introduced, but allowed to emerge during discussion. Stigma was 
mentioned by participants in terms of its potential effect on employment 
prospects, or the undesirability of having “a record” of emotional 
problems, but not in terms of concealing distress. Emotional and social 
functioning symptoms which may be termed disordered by mental health 
professionals were classified by the study’s participants as “social 
problems” or “problems of living” rather than medical issues. This was 
true even for those participants who had shared their psychiatric history 
during group discussions. Thus symptoms of mild to moderate mental 
health problems may be normalised and framed in a category that is
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considered beyond the realm of formal mental health services. Prior et 
al. therefore argue that the issue may not be about stigma but reframing 
of information.
Difference and Diversity
Research suggests difference and diversity issues play a role in the 
effect of stigma. For example, stigma levels vary with gender (Meltzer et 
al. 2003) and age (Sirey et al., 2001). Individuals with mental health 
problems as well as physical disability face more perceived 
discrimination (Bahm & Forchuk 2009). It is possible that other already 
stigmatised groups experience higher levels of mental health stigma 
following diagnosis with a mental illness. Further research into this issue 
is needed. Research is also needed to discover whether stigma is 
experienced differently dependent on faith, sexual orientation, level of 
education and socio-economic status. For clinicians it is important to 
ensure that an understanding of clients’ stigma experience includes 
exploration of all these potential aspects.
Working in multi-cultural societies like the UK means clinicians need to 
utilise awareness both of the dominant societal notions of stigma and 
knowledge that each client brings their own and their cultures’ notions, 
and an understanding of their experience will include learning about 
these.
CONCLUSION
A consideration of the research in this area indicates that the evidence 
for a link between stigma and care seeking is mixed. This could in part 
be due to sampling non-clinical populations, the complexity of the 
concept of stigma of the lack of psychometrically tested measures.
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Alternatively, it may be that rather than having a direct, causal 
relationship, stigma is one of a cluster of factors that has a role in 
treatment seeking. Gender, age (e.g. Sirey etal., 2001), emotional 
openness (e.g. Komiya et al., 2000), perception of problem (e.g. Kessler 
et al. 2001) and belief in the effectiveness of treatment have all been 
implicated as involved in decisions concerning care seeking. The 
influence of stigma on care seeking may either mediate or be mediated 
by any of these factors. Further research would need to establish if this 
is the case and investigate the processes by which it occurs.
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The purpose of this essay is to consider the concept of clinical 
leadership and how psychologists contribute to its provision. This essay 
will focus on working within mental health teams in the NHS as this is 
most relevant to my1 experiences and reflects current research.
After an introduction to the subject -  including an explanation of my 
position -  relevant theories and evidence will be discussed. Examples 
will be drawn from the literature. Clinical practice and issues relevant to 
service users and carers will be considered.
Rather than present a comprehensive review of all available theories of 
leadership, which would be beyond the scope of this essay, I will focus 
on the theories most relevant to how my ideas on the subject are 
developing. Within that brief, the essay will present the elements of each 
theory that are most salient, either in adding to the concept of leadership 
or illustrating the limitations of that particular theory. The essay will 
conclude with consideration of how leadership works in practice for 
psychologists and reflection on my personal and professional learning 
needs.
Terms
Throughout this essay ‘the profession’ is used to refer to the profession 
of clinical psychology. For the sake of brevity, the terms ‘leadership’ and 
‘clinical leadership’ will be used interchangeably; the same is true for 
‘psychologists’ and ‘clinical psychologists’. In the absence of a definitive
1 The first person is used throughout to aid personal and professional development
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or universally agreed definition, ‘clinical leadership’ will be defined as 
that which facilitates and co-ordinates a programme that enables 
recovery (Oddy, 2000). Rather than gender-specific pronouns, I have 
primarily used the collective pronoun ‘they’ to refer to a leader. This is 
grammatically questionable but helps avoid any unintentional 
stereotyping.
Declaration of Position
In considering the possible essay titles, this one stood out as a 
particularly important issue about which I knew little. My essay choice 
has been influenced by my current placement supervisor who believes 
the most important achievements for a clinical psychologist are to be a 
good therapist and a good leader. As a result, he is focused on 
opportunities for me to develop leadership skills. I chose this essay as I 
thought it would support that learning.
Questioning the Question
Researching this essay revealed contradictory views on whether clinical 
psychologists are expected to take a clinical leadership role in mental 
health teams. At times there seems to be a discrepancy of views 
between the profession and the Department of Health.
While a recent Department of Health White Paper (2010) promoted the 
aim to have clinicians at all levels adopt a more active clinical leadership 
role, it did not include anything specifically about expectations of clinical 
psychologists. And the following from New Ways of Working For 
Everyone could be read as a warning not to take things for granted:
“The psychologist may well lead on psychological therapies, but it could 
be the occupational therapist social worker or nurse” (Department of
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Health, 2007, p.2). Perhaps more worryingly, when legislation relevant 
to clinical leadership was changed, the British Psychological Society’s 
recommendations were not taken into consideration (British 
Psychological Society, 2009).
However, based on psychologists’ training, experience and 
competencies, both the British Psychological Society and the Royal 
College of Psychiatrists advocate a stronger clinical leadership role for 
psychologists (British Psychological Society, 2007a). The profession is 
confident that clinical psychologists can be useful in this area, but that 
“their competence and confidence to assume these roles cannot be 
assumed” (British Psychological Society, 2007b, p.3). The need to 
develop competence and confidence while promoting the ability of 
psychologists to fulfil leadership roles is paramount. Therefore, I think it 
is true that clinical psychologists should provide and be expected to 
provide, a clinical leadership role.
WHY CLINICAL LEADERSHIP MATTERS
This section will consider why clinical leadership matters in general and 
to the profession.
Research has shown that teams with good clinical leadership are 
associated with successful implementation of change (The National Co­
ordinating Centre for NHS Service Delivery and Organisation, 2006) and 
achieving high levels of performance (Academy of Royal Medical 
Colleges as cited in McKinsey & Company, 2008). Clinical leadership is 
also acknowledged as one of the foundations of good teamwork (British 
Psychological Society, 2007c). Such evidence indicates a correlational 
rather than causal relationship but within the complex systems of NHS 
services, correlational evidence of the positive contribution of leadership
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may be the best available. At the other end of the spectrum, 
investigations into the most serious breeches of care have implicated a 
lack of clinical leadership (NHS, 2006 and NHS, 2009).
A recent Department of Health report acknowledged the importance of 
clinical leadership to productivity and delivering change and high-quality 
care (2010). Clinicians are seen as key in providing this leadership as 
they are experts in which services are available and what clients want 
and need. This has been highlighted as an area that requires 
development (McKinsey & Company, 2008).
In terms of the profession of psychology, the issue of leadership also 
relates to influence. Within the NHS workforce as a whole, which 
numbers around Umillion, the number of psychologists is small, around 
6,000 (Llewelyn & Cuthbertson, 2009). Thus, in order to inform and 
shape services, psychologists need to see their influence as extending 
beyond providing one-to-one care. As one of the more expensive 
professions to employ, psychologists also need to develop ways to 
provide value for money for the NHS and maintain the importance of 
psychology within the health service. Indeed, with the advent of the 
‘Christmas tree’ structure of services, clinical psychologists will be called 
on to provide more supervision -  and hence clinical leadership -  of non­
psychologists, for example, I APT low-intensity workers and other 
clinicians working at Bands 4 and 5.
The BPS has emphasised the importance of psychologists 
demonstrating leadership early in our careers (British Psychological 
Society, 2007a). The report states that there will be competition for 
leadership of psychological therapy services from other professions 
such as psychotherapy and nursing and that we need to build our skills 
and experience as a result. This is borne out by the clear commitment of
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the nursing profession to developing clinical leadership demonstrated by 
the extent of research and published articles in this area. A search for 
the terms ‘clinical lead*’ on the research database PsyclNFO produced 
110 results: 16 related to psychiatry; 13 were non-discipline specific on 
generic leadership; one related to medical ethics; and the remaining 80 
to nursing.
Leadership qualities have been recognised as a key competency for 
clinical psychologists and included as a training requirement in doctorate 
training courses (British Psychological Society, 2007d). However, Grint 
(2005) warns, “Despite over half a century of research into leadership, 
we appear to be no nearer a consensus as to its basic meaning, let 
alone whether it can be taught or its moral effects measured and 
predicted.”
How then is clinical leadership to be developed and delivered? The 
following sections will detail some theories of leadership that seek to 
answer these questions.
LEADERSHIP MODELS
The models discussed below are split into two categories: leader- 
centred and team-focused. These are my own ways of classifying them 
(as far as I am aware) and are used to reflect my understanding of the 
theories. In choosing which of the many leadership theories to focus on I 
have tried to concentrate on those that have been most often applied to 
the provision of health care. The NHS leadership qualities framework is 
not discussed as it was developed based on data from interviews with 
chief executives and directors only. As such it is not clear how this is 
generaliseable to all levels of leaders or consistent with the NHS’s 
current focus on distributed leadership.
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Leader-Centred Theories
These theories focus on the qualities or actions of the leader.
Leadership is seen as something that is ‘done to others.
Transactional leadership
Transactional leadership was described by Burns (as cited in Cook,
2001) with the leader adopting a caretaker role, focused on day-to-day 
tasks. As such, they evaluate the team’s resources and set goals based 
on what it is reasonable for the team to achieve. The leadership is 
transactional in that motivation is provided in the form of reward or 
punishment, so is based on transactions between leader and team 
member.
While this theory has some advantages, for example, it is important for a 
leader to be aware of their team’s abilities and needs, this is not suitable 
for a modern workforce. The major limitation of this theory is that the 
team are not empowered to make their own decisions. In this way, 
creativity and job satisfaction are limited, while quality of work may be 
compromised as individuals will be unable to make their own decisions. 
An essential function of leadership is to maximise the team’s potential, 
and a transactional approach appears to do the opposite.
This theory reflects old ways of working in the NHS where one dominant 
leader held sole responsibility and made all the decisions with little input 
from the team. There is also no reference to meeting clients’ needs and 
providing high-quality care, which should be baseline principles for any 
healthcare team. Of course, these principles could be included in the 
organisation’s aims, but in order to promote responsibility all clinicians
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should be involved in this aim rather than at one remove via the 
transactional leader.
Charismatic leadership
Another model that disempowers the team is that of the charismatic 
leader (Conger & Kanungo, 1987). Here the ‘heroic’ leader motivates 
through force of personality and is seen as solely responsible for the 
team’s success. Such a style of leadership could result in a team 
working towards goals that are peculiar to the leader’s (potentially 
narcissistic) vision (Alimo-Metcalfe & Alban-Metcalfe, 2005). In this way, 
the organisation’s goals, the team and client group’s expertise, and the 
service user and carer’s needs and preferences, are not utilised.
Criticism, challenge and advice to the leader have no place in such a 
system. Again this seems to hark back to an old-fashioned model of 
NHS working where one person in a mental health team, typically the 
psychiatrist, held all the power. I have experienced a team who seemed 
stuck in this way of working. On one occasion a CRN suggested an 
alternative plan of care to that presented by the psychiatrist who 
responded in all seriousness, “We could do that, but it is the wrong thing 
to do. So if you want to do the wrong thing, let’s do that!”
The model of a charismatic leader therefore does not seem useful to the 
profession or NHS staff. For service users and carers too, this model is 
unhelpful in that it promotes an idea of expertise resting in an individual 
who would not benefit or allow the group to express their input on their 
experience, views and needs.
Lawrence (as cited in Hickey, 2008) explored the idea of the charismatic 
leader as someone who will provide reassurance in uncertain times.
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This touches on a pertinent issue for the NHS as it is in a state of 
constant change and at present there is a real threat of redundancies 
and service closures. In such circumstances, the desire for reassurance 
from a powerful figure will be strong. However, providing reassurance 
may be inappropriate as it could be unfounded, it also seems 
patronising. Therefore, it is more useful for the leader to be able to 
clarify direction and facilitate and empower people to cope with change.
I experienced the latter positive qualities in one type of interaction with 
the programme director, Mary John. She presents regular updates about 
developments in the NHS and the impact on the profession and 
trainees, specifically what the cohort at all three levels should focus on 
to maximise career prospects. The news from these meetings can be 
unpleasant, but rather than reassurance we are offered practical ways of 
coping with change as well as an overview of the profession’s 
development. I do not think the importance of having a vision of the 
organisation’s future can be over-emphasised. If a leader does not have 
an vision to share with staff, then the team can only react to events 
rather than proactively engage with them. This example has also 
illustrated the need for a leader to balance realism with an element of 
optimism. Although most news coming out of the NHS at present is 
dominated by cuts, Mary will always include a focus on the positive 
elements, which helps sustain individuals’ drive to continue performing.
Team-Focused Theories
These theories focus on what a leader brings to a team. Here leadership 
is something that is ‘done for or with’ others.
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Transformational leadership
The idea of a transformational leader began with Burns’ work in political 
leadership (cited in Alimo-Metcalfe and Alban-Metcalfe, 2005). The 
model has been developed and researched in other spheres. Here the 
leader motivates a team to perform to its maximum ability while 
providing a sense of direction. The leader will work to challenge and 
change perceptions where necessary. The approach is transformational 
in enabling individuals to perform beyond their expectations and 
ultimately become leaders themselves.
This major advantage of this model is the focus on empowering staff, 
which is important for all aspects of a mental health service. 
Improvements in quality of care will be achieved by supporting staff to 
act confidently, independently, responsively and using theory-practice 
links. This will benefit the NHS and staff. As current concepts of high- 
quality care include meeting service users’ and carers’ needs and 
involving them in care, they too will benefit from this type of leadership.
Limitations of a transformational style of leadership include that the 
leader may not lead from the front in terms of being involved in day-to- 
day care as he or she primarily delegates to others. Transformational 
leaders will also need support from others with strong organisational 
skills (British Psychological Society, 2007a). This model is limited 
through its focus on communication rather than action to the extent that 
the power of a leader as a role-model is lost. Within teams I think it is 
essential for a leader to back up their statements with action, otherwise 
their words will lack authenticity.
Another limitation is that research on the transformational style has 
focused on input from individuals at the top of organisational hierarchies
Portfolio URN 6111392
44
rather than throughout teams (Alimo-Metcalfe & Alban-Metcalfe, 2005). 
Without the input of those who are managed, this theory could present a 
skewed view of leadership.
Servant leadership
In developing the Transformational Leadership Questionnaire (TQL), 
Alimo-Metcalfe and Alban-Metcalfe (2005) interviewed managers from 
all levels within the NHS and used Grounded Theory to analyse the 
data. This led to reflection on the difference between transformational 
and servant leadership. The latter is a collaborative style of working 
where the leader considers how they can serve the team. It is defined by 
Stone (as cited in Alimo-Metcalfe & Alban-Metcalfe, 2005) as:
“The primary difference between transformational leadership and 
servant leadership is the focus of the leader. The transformational 
leader’s focus is directed towards the organisation, and his or her 
behaviour builds followers’ commitment towards organisational 
objectives, while the servant leader’s focus is on the followers, and the 
achievement of organisational objectives is a subordinate outcome.”
Hickey (2008) reflects on her experience that senior managers who are 
viewed as ‘strong’ leaders typically adopt a heroic stance. However, the 
collaborative servant stance has more impact and is more valued by 
clinicians involved in service delivery. She suggests that servant 
leadership and heroic leadership can be seen as occupying opposite 
ends of a spectrum and the benefits of being able to draw on both styles 
seem apparent.
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Authentic leadership
In the field of management, Goffee and Jones (2006) have developed 
an interesting leadership model. The theory contains three principles. 
The first is that leadership is situational and a leader must be sensitive 
and responsive to context. I see this as an obvious but necessary 
requirement of effective leadership. It is particularly relevant within the 
NHS given the wide variety of situations in which leadership is needed. 
The second principle is that leadership is non-hierarchical and can be 
displayed throughout organisations. This is congruent with the NHS’s 
view of distributed responsibility which provides the foundation for 
improving quality of care. Thirdly, the theory states that leadership is 
relational in that it depends on the reciprocal relationship between 
leaders and those who are being led. This is an improvement on 
theories that suggest leadership is something you ‘do’ to others, rather it 
is something that is achieved through partnership and collaboration.
Goffee and Jones also present four key elements that team members 
want leaders to provide. The leader should:
• Engender a sense of community and clarity of joint purpose.
• Be aware of their strengths and differences in order to inspire
people to be led by them.
• Demonstrate ability to recognise others’ contribution and make
them feel valued.
• Demonstrate passion in order to inspire performance and
commitment.
These elements reflect several aspects of theories discussed above. 
While this model has not been extensively researched in care settings, 
given its overlap with other models it will be interesting to see if it is 
adopted in future.
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LEADERSHIP IN PRACTICE
This section will include a few examples of leadership in the workplace 
and which theoretical aspect they are relevant to.
The focus on leadership being situational is helpful. Rather than 
applying a uniform way of being, effective leadership involve being 
sensitive to situations and utilising different skills and techniques where 
appropriate. Some services require a particular focus from leaders. For 
example, in older adults’ services, where I currently work, leaders may 
be required to prioritise challenging stigma. This is an important aspect 
of all mental health work, but ageism affects all aspect of older peoples’ 
care and may even penetrate as far as allocation of resources. Thus the 
leader must constantly challenge ageism and empower the team to do 
the same.
Some concerns have been expressed about non-medical clinical 
leadership. However, clinical neuropsychologist Michael Oddy (2000) 
describes the successful system implemented at a head injury 
rehabilitation unit, where he was the sole director of the service. Here, a 
consultant neurologist was employed for two sessions a week to provide 
overall responsibility for the medical and neurological aspects of care 
while the day-to-day medical care was the responsibility of non­
consultant doctors. Oddy acknowledges that this way of working was 
facilitated by the non-critical nature of the population’s medical needs as 
clients had to be physically stable enough to be cared for at home in 
order to be admitted to the unit. In terms of the team’s reactions, Oddy 
found that the medical staff appreciated working in environments of 
shared responsibility. While the team did not object to a psychology-led 
service, Oddy sensed concerns about whether this would lead to
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psychology seeing itself as superior to other disciplines. One 
unexpected issue arose for other clinical psychologists in the team as 
team members tended to seek advice on psychological matters from the 
director so by-passing other clinical psychologists. Perhaps if issues 
were referred back to the psychologist most involved in the care or more 
expert in the area of discussion this issue would be resolved.
It is conceivable that a team’s purpose could dictate which profession 
should take the clinical leadership role. For example, I have worked in 
an Eating Disorder service where the care pathway may typically be: 
admission to the ward, followed by a stay at the Day Centre, then 
working as an Out Patient. During the ward admission, the primary focus 
may be on the medical issues of regaining and maintaining physical 
stability, this would be suited to medical leadership. At the Day Centre 
the drive may be to develop skills that will maintain eating patterns when 
at home. Here, the best fit for clinical leadership may come from an 
occupational therapy. In Out Patients, where clients are attempting to 
maintain changes made in the hospital setting, psychology-based 
leadership could be suitable. However, the idea of there being a uniform 
solution as to which profession should provide leadership, is challenged 
by the fact that the needs of clients will vary with different presenting 
issues in different spheres.
Hickey (2008) provides an example of how rather than ‘heroically’ 
attempting to influence her team to accept an unpopular change, she 
adopted a collaborative style of leadership. Working in this way, she 
focused on understanding the reservations of the team and then 
developed a new model to implement an equivalent change in a way the 
team could support. This is a valuable example of how having a range of 
styles to draw on can be useful.
Portfolio URN 6111392
48
In my first-year placement my supervisor introduced a clinical discussion 
group for the entire team to facilitate development of their skills, 
confidence, reflection and knowledge-base. At first the team were 
resistant to the idea as they felt so pushed for time, the group felt like 
another task they had to squeeze into an already stretched day. Sadly I 
left the service before the group was up and running so I did not 
experience how it developed, however, I thought this was a good 
example of leadership.
CONCLUSION
It is useful for an organisation to have a clear model of leadership as this 
will enable staff at all levels to be able to recognise, develop and 
promote leadership values. It also means that employees are clear 
about what the service recognises and requires. However, given that 
there are many conflicting theories, and useful ideas are being 
developed all the time, employers and employees need to stay sensitive 
to work in this field. Indeed, the NHS has tried to reorganise leadership 
development four times in ten years (The NHS Confederation, 2009) 
which indicates that it is a less straightforward task than merely 
focussing effort on it.
I can also appreciate the usefulness on a day-to-day basis, of using a 
model to guide behaviour within a team, especially while you are 
developing your leadership style. For example, when I worked in the 
public sector, we had a list of values displayed in the office and would 
regularly check whether our product reflected those values. So I can 
imagine, referring to Goffee and Jones’ qualities as a aide-memoire to 
consider, “Have I inspired confidence recently?” Or “Did my dealings 
with that person reflect the qualities suggested in the TQL?” It is also
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useful for other team members to know what to expect from you. If, for 
example, someone had to admit to a mistake it would aid 
acknowledgment of the error, if it was established in advance that their 
leader allowed errors to be discussed in an open way. In terms of 
service users and carers, it would be helpful if a model were available 
that made clear what was expected from a leader; this would provide a 
framework within which service users and carers’ could provide 
feedback on the leadership they had experienced.
However, producing this essay has made me wonder whether it is 
realistic to expect one model to apply to all situations within the NHS, to 
result in measurable effects or attributes and to have a strong evidential 
base. Maybe it is simply impossible to find all these elements in one 
leadership model?
In terms of a working definition of leadership which is useful to 
psychologists, I was struck by this quote from Hayes (1996):
“The ability to conduct and analyze research, accomplish team goals 
despite differing individual perspectives, and recognize environmental 
as well as intra-personal contributions to behaviour is a significant 
advantage in virtually any work setting.”
This idea refers to using theory-practice links, which is important in all 
aspects of working. A leader who demonstrates sound theory-practice 
links will illustrate to others the importance of this concept and role- 
model the necessity of a sound basis for interventions. Service users 
and carers will also be reassured that clinical work is based on solid 
foundations. The ability to conduct research is one of the unique selling 
points of clinical psychologists, especially in the modern workforce 
where other professions provide psychological therapies for non­
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see which aspects of a service need further investigation. This requires 
a big-picture view and a vision for the future of the organisation as well 
as a desire to be at the forefront of developments. Both employees and 
service users and carers will benefit from this aspect of a leader as it 
feeds directly into quality-of-care issues.
The next point refers to the ability to hear, assimilate and work with 
different points of view, which is fundamental when working with 
empowered individuals. Working with different perspectives while 
achieving goals is also key to work collaboratively. Hayes’ quote also 
suggests our leadership will be informed by our knowledge of other 
aspect of psychology, including, for example, interpersonal dynamics, 
systemic issues, development models and supervision models. This way 
in which psychological theory informs our entire outlook provides an 
example of theory-practice links which is sometimes overlooked.
While this quote is not a complete model of leadership, it encapsulates 
some of the key elements of leadership. In addition to the qualities and 
competencies that are developed in training, I think it provides a good 
way to remain focused on what teams and the NHS want leaders to 
provide.
Personal and Professional Development
In general, at this stage in training, the following seem relevant to 
developing leadership: exploring leadership theories; discussion of 
importance of leadership in general and day-to-day situations; learning 
from case studies; observing examples of leadership in others; and 
engaging with development opportunities. In terms of formal teaching 
we have had a session on leadership narratives which was inspiring. I
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am looking forward to further exploration of leadership issues in the 
university environment.
For me, one of the main challenges at this stage is to recognise the 
leadership aspects in our everyday work and the opportunities where we 
can and should attempt to lead. Ideally, I would like a dedicated 
leadership mentor. However, this isn’t feasible in terms of resources, so 
perhaps this role could be met at least partially by constantly having the 
topic on the agenda when meeting and working with other 
psychologists.
On a personal note, I can see embryonic skills that might contribute to 
my leadership style in the future. A couple of times the cohort has had to 
express sensitive information to the course team and I have been 
involved in the delivery of these views. Typically I would put this ability to 
communicate in difficult circumstances down to my being among the 
eldest on the course. However, I know I have a tendency to minimise my 
contribution so I should try to own this as a potential strength. I am 
aware that this is very situation-specific at present, as I would be much 
less likely to challenge views expressed by other professionals on 
placement. Partly this is because I tend to avoid causing conflict, so I 
need to build my confidence in this area. Another potential leadership 
quality is a focus on team needs in terms of morale. In the first-year 
placement my supervisor commented on my ability to acknowledge the 
positive effect of team interventions for clients and how she felt the team 
typically lacked that validating input. While these achievements are 
small, I have tried to reflect on them in order to build reflection and self- 
awareness as this is cited as an important part of leadership (Llewelyn & 
Cuthbertson, 2009). On the whole, I suspect that developing leadership 
skills will be a career-long process and will include the most 
uncomfortable and useful experiences in my career.
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INTRODUCTION
This reflective account covers the Problem Based Learning (PBL) 
exercise completed in Professional and Personal Development (PPD) 
groups. Individuals in the PPD group are referred to as ‘group 
members’, clinicians in my placement team are ‘team members’ or 
members of the multi-disciplinary team (MDT). This account is 
organised around three major themes -  group development, task 
development, and my experience of being in the group and my role 
within it. Professional and personal learning points and how this learning 
has been relevant to clinical practice are covered as they arise.
The PBL task was introduced on the second day of the course in our 
first PPD meeting. The exercise was to prepare a 20-minute group 
presentation within six sessions on The Relationship to Change’ to be 
presented to the entire cohort.
Beginnings -  Early Group Experiences 
Group development
In the first PPD meeting, our facilitator took an active role in explaining 
the task, the purpose of PPD groups and how in future sessions we 
would lead the group ourselves. A collaborative style of working was 
established, with all group members contributing to the agenda, group 
rules and the decision to have reflective space in each meeting. This 
collaborative working and reflecting on sessions mirrors the way we aim 
to work with our clients and it was useful to experience this from the 
perspective of contributing rather than leading the process. We 
continued to refine rules throughout the process and similarly, in clinical 
practice, it is important to remain responsive to what is working and
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what may need to be adapted to enhance sessions.
During the first two meetings, group members were very polite and 
careful not to interrupt each other, boundaries were being tested and we 
were dependent on the guidance of our facilitator. This indicates the 
group was in the ‘forming’ stage of group development as defined by 
Tuckman (1965).
Task development
In the first meeting, we discussed initial ideas around The Relationship 
to Change’ and agreed as preparation for the next session to develop 
our own ideas further. At this stage group members expressed anxiety 
about the task being open to interpretation and having to present to the 
entire year and I shared these anxieties.
Experience of the group and my role
I hadn’t worked on an ambiguous task in a group setting before and this 
added to my anxiety about my ability to make a valuable contribution. In 
the first session, I offered to do practical tasks and I recognise this now 
as an attempt to make a contribution however trivial. I assumed other 
group members were more knowledgeable than me, and I struggled to 
value my own experience. In clinical settings, I sometimes struggle to 
value my opinion and can assume another’s view must be ‘correct’ 
because of their greater comparative experience. In such situations, I 
realise I should focus instead on elucidating my position. Clients starting 
treatment may have a similar experience in terms of anxiety about not 
knowing what treatment will involve or what is expected of them, and 
assuming a power differential where the clinician holds all the 
knowledge. This indicates the importance both of collaboration and 
openness, and a recognition of the client as the expert in their lived 
experience (Worsley, 2009).
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During session two, we fed back the ideas developed for homework. All 
other group members expressed one common theme. I felt momentarily 
unsure about the group’s ability to ‘hear’ when one member commented, 
“We all had the same idea,” to a murmur of agreement. Another group 
member pointed out the error, yet this provided me with a brief insight 
into how invalidating and alienating it is to not feel heard. This 
emphasised the need to listen and check one’s understanding with 
clients during treatment.
At this point I felt out-of-step and isolated. I was striving to discover the 
‘right’ answer and felt frustrated with myself and the group for not finding 
it, rather than having confidence in our individual take on the task. In 
retrospect, I may have been experiencing a personal ‘storming’ stage as 
defined by Tuckman (1965) as I felt in conflict with the group. In terms of 
clinical work, I expect, at times, to have a different standpoint from 
others in an MDT so this was a useful learning experience.
Developing The Presentation 
Task development
By meeting three we had focussed our ideas on loss and agreed to 
prepare eco-maps to illustrate our experiences of bereavement. I felt 
safe sharing this as we had got to know each other better. However, two 
group members realised while working on their eco-maps, that they 
weren’t comfortable discussing the topic and I respected their ability to 
be boundaried about what was appropriate for them. In clinical settings,
I appreciate that at assessment, in particular, clients are asked to share 
emotional issues with strangers in environments that may not feel safe, 
and the level of trust and effort this involves. I wonder if we give people
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enough credit for this?
In the fourth and fifth sessions we agreed the content of the presentation 
and who would present each section, leaving meeting five for rehearsal 
as originally planned.
Group development
Sharing our personal experiences in meeting three helped the group 
bond. In the fourth meeting, we finalised the content of the presentation. 
While this was a productive session, during reflection some group 
members mentioned they were initially uncomfortable with the pace, but 
acknowledged that speed was necessary. At this point I benefited from 
my experience of time-pressured group work and my understanding that 
any dip in ‘social graces’ or insistence on focus at such points doesn’t 
reflect a lack of respect but merely relates to time pressures or 
maintaining creative flow. However, one group member left before the 
reflection and later reported she was unhappy about the presentation, 
so we decided to have an extra meeting the following day to explore her 
concerns and adapt the presentation where necessary. 
Misunderstandings arose within this meeting which lead to some conflict 
and resistance to task requirements, indicating the group was now in the 
‘storming’ stage (Tuckman, 1965).
My experience of the group and my role
In the first few sessions, I struggled with the transition from competing 
with course applicants to working collaboratively with trainees and felt 
frustrated by sharing responsibility for the task. This tension passed by 
meeting three when our ideas were more developed and I felt clearer 
about what was expected of me. Completing such a task provided a
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powerful example of the benefits of group working, diversity of input and 
task sharing. My personal development in this respect is indicated by 
the fact I have not felt this need for control in group tasks since the PBL 
exercise.
During the fourth meeting, I organised the team’s ideas on a whiteboard.
I tried to ensure I was recording accurately and regularly checked my 
understanding with the group. In retrospect I realise that although I 
volunteered and felt comfortable with this role, I am not sure I 
adequately checked whether the group wanted me to do this. My style of 
working at this point was very task-orientated and one group member 
said she appreciated my efforts to maintain our focus so the creative 
flow was not derailed by tangential issues. However, this style of 
working can be taken to an extreme and I should be mindful of not being 
overly directive in future.
Giving The Presentation 
Group development
By the time we were rehearsing the presentation, the group’s 
cohesiveness indicated we were in the process of reaching Tuckman’s 
‘norming’ stage. However, I do not think we have fully achieved this 
stage even yet as personal opinions are still tempered by politeness.
This is a future learning need for the group. I think we also need to 
develop space to ‘think’ in the group as well as voicing existing opinions 
and ensure the dominant voices do not overwhelm the quieter ones.
The PBL task provided an opportunity to experience the development of 
a new team which contrasts with my work within established NHS 
teams. The PPD group aims to be egalitarian, whereas placement MDT
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meetings feel hierarchical as team members address the consultant 
psychiatrist rather than each other. This could be due to a number of 
factors; established culture of the team, the fact these meetings concern 
risk and the ultimate responsibility formally lies with the consultant 
psychiatrist, and perhaps a feeling of transience among the team due to 
high staff turnover. However, the PBL experience indicates the need to 
encourage a collaborative approach where possible.
Task development
I feel the group took ownership of the task and although one member 
expressed concern after the presentations that our material was less 
light-hearted than the others, I felt proud that we had been able to use 
sensitive material. This point was reflected in our feedback, so it is 
possible that this enabled me to feel positively and in future I need to 
remain mindful of valuing my own take on my work as well as that of 
others.
My experience of the group and my role
By the end of the PBL, although I was anxious about giving the 
presentation, I was also enjoying the process and had learnt more about 
my own personal learning needs and style of working.
The Presentation
Our presentation was entitled “Forced change and multiple roles: The 
ripple effect.” The talk focussed on a hypothetical example of 
bereavement based on the group’s experiences. We considered how 
this one ‘forced change’ would have a ripple effect for the individual in 
their multiple roles as family member, friend and clinician. While
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developing this presentation the group acknowledged it was culturally 
bound and time-bound and that incorporating more diverse perspectives 
is a goal for future work.
One element of our presentation concerned role enrichment and the 
idea that the benefits of multiple roles may outweigh the costs and have 
a overall beneficial effect on mental health (Barnett and Hyde, 2001), 
this effect is heightened where different roles are perceived as 
contributing to an overarching goal (Lenaghan and Sengupta, 2007). 
These ideas are relevant when considering clients, their different roles 
and efforts to make positive changes in all aspects of their lives. It is 
also reassuring personally to have this positive view of multiple roles 
and recognition of the enriching effect especially as demands of the 
course and placement increase.
One of the theories we discussed was Prochaska and DiClemente’s 
stages of change (Prochaska et al. 1992) which provides a helpful way 
to assess individual’s relationship to change. I recently assessed a client 
who had experienced a third episode of depression and did not believe 
he needed to address his cognitions or high-risk elements of his 
lifestyle. I felt he was in the pre-contemplation stage as he was not 
aiming to take action to address his difficulties. I attempted to address 
any lack of information or belief in himself which is characteristic of this 
stage. The client maintained that he did not want psychological input at 
this point, so we spent the remainder of the time creating a detailed 
relapse plan. We focussed on one of the processes of change, 
“conscious raising”, which is appropriate to the pre-contemplation stage. 
This was addressed using psychoeducation and bibliotherapy 
resources, and discussion of the advantages of change. In addition to 
detailing available services and forming a detailed relapse plan, I hope 
this intervention means if he does either struggle or decide he wants to
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make changes he has some information that may be helpful in moving 
forward.
In conclusion, I believe the PBL task has led to the development of 
transferable skills and knowledge that are useful for clinical work and 
provided insight into future learning needs for myself and the group.
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INTRODUCTION
The purpose of this Problem-Based Learning (PBL) account is to reflect 
on the PBL process and its impact on my personal and professional 
development.
This account will start with a general introduction to the task, followed by 
discussion of issues raised during the process.
The Task
The PBL task was to work in our Personal and Professional 
Development (PPD) groups to produce a 20-minute talk to present to 
the cohort. The presentation was based on a hypothetical child 
protection case, where the children’s guardian had requested a risk 
assessment and a rehabilitation plan in preparation for a court hearing. 
The case had gone to court because the family wanted the children 
returned to them from their current short-term foster care placement, 
whereas the local authority wanted the children to be placed for 
adoption. There were multiple issues to consider when thinking about 
the case.
PROCESS ISSUES 
Group Working
We began our first session by discussing the presentation’s format. One 
group member explained that after role-playing in one of the first-year 
PBL tasks, she would like to try something different. We had recently 
completed a debate for our Research Methods module and agreed to 
use this approach.
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Following on from this we began discussions about the issues around 
the case. Repeating a technique we used during the other PBL task 
where we worked in the same PPD group, we allocated topics and 
agreed to research them independently and bring our results back to the 
following meeting. Through this process we focussed on three main 
areas: previous intervention, risk and timing. We agreed the debate 
proposition was that the children be adopted immediately. Individuals 
presented the case either for and against immediate adoption relating to 
each of the three main areas. The other two group members would 
manage the process and provide an introduction, conclusion and 
reflection.
During this process, I was struck by the different ways in which 
individuals approach learning. For example, one member of the group 
said she would not be able to present the side of the case she did not 
believe in, as she would struggle to assimilate the material. Whereas 
another group member chose to present the case which was contrary to 
her personal view as she felt she would learn more from arguing against 
her inclination.
For this task, our way of working seemed to reflect aspects of Gersick’s 
Punctuated Equilibrium Model (as cited in Halverson, 2008). The model 
describes how teams working to a deadline will adopt alternating 
patterns of activity and equilibrium. Although I didn’t notice the initial 
period of ‘equilibrium’ proposed by the model, this may be because we 
are an established team undertaking a familiar process. However, we 
did experience a ‘transition’ stage in the first two sessions characterised 
by a burst of activity and the development of the majority of our ideas. 
Following this, the group entered ‘equilibrium’ phase as we worked on 
the details of our plans. In a final burst of activity just before the
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deadline, we practised and honed the presentation. At the time, I was 
not aware of the Punctuated Equilibrium Model and found the 
equilibrium stage a little frustrating as I felt we were being relatively 
unproductive and progress had stalled. With the help of this model, I 
now see this as a consolidation phase. This has led me to reflect on how 
I rate tangible progress in treatment sessions more highly than less- 
tangible aspects, such as building trust, when in fact, both are valuable.
Personal Contribution To The Group
In retrospect I realise that during the second session I took on the same 
role as I had in our first PBL task. That is, I managed the process of 
shaping the presentation, to an extent, by taking notes for the group. I 
realise that I feel very comfortable in this role partly because of past 
work experience. On reflection, I could have been less task-focussed 
and instead allowed someone else the opportunity to fulfil this role. This 
has made me curious about whether I am over-directive in therapy 
sessions. While I can not identify any examples of this in retrospect, I 
will remain aware of this in future. Alternatively, I may be being overly 
self-critical, which is my natural tendency, and it is possible that this 
ability to help the group shape and manage its ideas is one of my 
strengths.
At times, I struggled with my reactions to the group and in particular with 
one member. She often seemed to find it hard to follow group 
discussions and keep track of how ideas were developing, to the extent 
that we spent a lot of time in each session reiterating points for her. 
Markin and Marmarosh’s (2010) ideas around group versus personal 
attachments have helped me conceptualise this in terms of differing 
group attachment styles. I realise now that my negative feelings towards 
the group may be contributed to by an avoidant group attachment. This
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indicates areas I need to explore and work through, in particular, to 
internalise positive group experiences and avoid creating sub-groups.
The other group member’s heightened negative emotion could be due to 
an anxious group attachment style leading her to being hypersensitive to 
her emotional reactions to the group. If she also has an insecure 
personal attachment this level of anxiety could rise to the point of 
inhibiting her ability to contribute (Markin & Marmarosh’s, 2010). 
Developing my understanding of this theory has increased my empathy 
for her. An alternative hypothesis could be that she has different norms 
around expressed emotion to others in the group. I think further 
hypothesising and gathering evidence would help me with this issue.
Group Processes
At times I think the group struggles to address difficult issues. In the 
past, one group member has reacted strongly and unpredictably to 
disagreements which has contributed to making conflict feel unsafe. The 
group is protective of her and avoids conflict as a result. This may have 
helped her manage her anxiety and enabled us to complete the task as 
smoothly as possible. But this inability to address issues is a learning 
need for the group. This may indicate that while we are able to ‘perform’ 
in Tuckman’s terms, we are still at the ‘norming’ stage in terms of being 
polite and boundaried (1995).
Since completing the task, the group is taking more responsibility for 
allowing difference to be expressed. This has been raised as something 
we need to work on and we have started to discuss related issues, for 
example, how we prefer to give and receive feedback.
In terms of parallel process, it can be hard for clients to address the
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most pertinent issues in treatment. In my current placement I am 
working with a couple, one of whom had a secret which was having an 
adverse affect on her mood. Midway through treatment she told her 
husband between sessions and they shared this with me the next time 
we met. This represented a real turning point in the work and had a 
major impact on the outcome. Her ability to be honest and take a risk 
was very effective in this situation and provides a good example of how 
this can work.
THE PRESENTATION 
Content of The Presentation
The many issues around this case included the fact that one parent had 
a diagnosed learning difficulty (LD) and the other had attended a school 
for children with special education needs. This lead to an exploration of 
‘good enough’ parenting and the most effective ways to support parents 
with LD, for example, how professional support is more empowering if it 
is competence-promoting rather than competence-inhibiting (James, 
2004).
Another aspect of the research I found very useful was the information 
on the over-representation of different groups in the adoption system 
(Ivaldi, 2000). Our research also informed my understanding of the 
consequences of care in terms of the poor long-term outcomes for 
looked-after children (Richardson & Lelliott, 2003). It also helped 
develop my understanding of the effect of domestic violence on children 
(Holt, et al. 2008).
The group had interesting discussions around what leads to teams 
being risk averse and trainees’ experiences of other disciplines viewing
Portfolio URN 6111392
74
psychologists as risk-na'fve. This helped me become more aware of risk 
management in my current practise and how different disciplines bring 
different approaches. I am also more mindful of the contrast between 
genuine risk management that is supportive and promotes well-being, 
and the tick-box exercise employed by some NHS Trusts which seems 
designed just to avoid legal liability.
The scenario was focussed on a pertinent issue for a population I have 
not experienced yet, which made it particularly helpful. I anticipate our 
research being a useful resource when I am in my LD placement or face 
relevant issues elsewhere in my work.
The Presentation
The presentation went well, despite one group member not being able to 
attend. After the debate we asked the audience to vote whether the 
children should be put up for adoption immediately. They voted 
overwhelmingly against the proposal. One of the facilitators said she did 
not feel able to choose based on the arguments we presented so voted 
based on her initial thoughts about the case. I found this comment 
interesting as I think that when we present our point of view we always 
assume there is the potential to change people’s opinions.
Following the presentation, one trainee observed that we presented 
individually as for the first PBL task. I am curious about what contributed 
to this. Perhaps group dynamics mean that, although we are can 
function in certain ways, we see ourselves as a collection of individuals 
rather than a genuine group. Since the PBL task, our PPD group has 
agreed to learn more about each other and this may increase cohesion.
Alternatively, the group may be avoidant of uncertainty (Hofstede, 1980)
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and used working independently as a way to manage uncertainty. We 
are currently trying to introduce more flexibility into the way we work in 
PPD sessions, which may challenge any need for certainty.
Leadership Issues
The other groups’ presentations were interesting and informative in 
terms of the differences and similarities in approach and content. I was 
particularly struck by one element of two presentations. These groups 
role-played the parents interacting with a variety of clinicians. The 
individuals all modified their speech to broaden their accents and both 
trainees who played the father also modified their dress -  one wearing a 
baseball cap, the other a football shirt of a northwest team. I wondered if 
a comment was being made, either at a conscious or subconscious 
level, about assumptions around poverty, adoption or educational 
difficulties being primarily ‘class’ issues. This felt ‘othering’ which made 
me uncomfortable.
I raised the issue tentatively by reflecting to the cohort (31 female, 1 
male), that while we seem comfortable representing other clinicians, 
those who role-played the male client felt the need to rely on props. No- 
one responded to this in particular. My ability to problem-solve at this 
point was inhibited by shock, but also being unsure how to manage this 
without impact on existing relationships. Similarly, on placement I have 
wanted to counter dated views but felt unsure how to do this in an 
appropriate way. While I now expect to be able to manage the social 
costs of dissenting with the cohort (Packer, 2009), at placement this 
seems more difficult. I look forward to discussing this in supervision as 
an example of being aware of leadership opportunities but lacking the 
expertise to deal with them.
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Personal Learning Needs
Reflecting on this task has highlighted my tendency to dismiss my 
contribution. This led to a poor presentation of my individual work to the 
group in the second session and feeling relieved when this part of the 
process was over. While aspects of uncertainty can help us maintain 
positive elements of our role -  for example, curiosity and checking our 
understanding -  this must be balanced with confidence around our work 
and psychological input. Understandably this is one of the leadership 
qualities the NHS requires (NHS Institute for Innovation and 
Improvement, 2006). I expect this confidence to develop through client 
work, continually expanding my knowledge base, supervision, and 
experiences of presenting and defending my ideas.
CONCLUSION
One of the cognitive biases I am prone to is disqualifying the positive 
(Beck, 1995). In order to challenge this way of thinking, I thought it 
would be valuable to end with a short reflection on what the group did 
well.
First, we effectively utilised our previous learning in choosing a debating 
format. Our approach was unique as the other groups all did some kind 
of role-play. We decided on our approach quickly and efficiently and split 
the work into tasks for each individuals. The group coped calmly and 
confidently with a last-minute change to the presentation, when one 
member could not attend. We managed our time well and did not need 
to use all the time allotted for preparation. Overall the process has been 
useful to my personal and professional development especially in 
adding to my understanding of parenting issues, domestic violence, 
group processes and my individual learning needs.
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SUMMARY
The process account explores the experience of the first year of the 
Personal and Professional Development Group (PPD). The account is 
organised around three central themes; reflecting on the self, group 
processes and personal and professional learning. The themes are 
considered at different times in the process. Early sessions were 
focussed around the problem-based learning and the group was able to 
develop to the point of performing well in the presentation. My role 
developed from administration to contributing to the content of the 
presentation. The material covered in the PBL was useful in clinical 
work, in particular the idea of stages of change. In the middle sessions, 
we developed ideas around what issues the group could explore. Our 
discussion of clinical cases was an important part of my professional 
development during this time. In terms of process, at times we struggled 
with personality clashes and other issues but in retrospect these issues 
contributed to team cohesion. Overall the PPD group has provided a 
valuable learning experience and I am looking forward to the 
contribution this group will continue to make to my personal and 
professional development over the remainder of the course.
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Personal and Professional Learning 
Discussion Group (PPLDG) 
process account summary
Year 2
Process account summary 
July 2011
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SUMMARY
This Personal and Professional Learning Discussion Group (PPLDG) 
Reflective Account discusses the experience of the group in the first and 
second years. The work begins with an introduction to the account and 
the group. Next, group process is considered, in particular the affect of 
the PBL tasks on creating conflict within the group. This was not openly 
acknowledged until the second year, when it was approached in a way 
that focused on a solution rather than exploring the origin of the 
problem. This led to significant improvements in group dynamics.
Next I considered the role others in the group had on my personal and 
professional development along with my contribution to others’ learning.
I benefited from the different perspectives and experiences offered by 
others and the containment the group provided. My contribution included 
encouraging the group to be a space where difficult issues could be 
raised.
Throughout the account, I have reflected on how the experiences of the 
PPLDG have informed my practice working with clients, my 
understanding of team dynamics and working within the NHS. Both the 
reading seminars and discussions have contributed to my learning in 
this respect.
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OVERVIEW OF CLINICAL PLACEMENTS 
Adult Mental Health Placement
My first year placement was in Adult Mental Health spending 11 months 
at a Community Mental Health Team (CMHT). During the placement, I 
gained experience of working on a one-to-one level with individuals who 
had a range of presenting issues including anxiety, depression and 
schizophrenia. This work was primarily CBT focused. I also completed a 
psychometric assessment using tools including the Wechsler Adult 
Intelligence Scale -  3rd Edition and an Asperger’s assessment using 
tools including the Adult Asperger Assessment.
I co-produced and co-facilitated a four-hour workshop for carers on 
coping with self-harm and managing risk. In addition, I completed a 
Service Related Research Project about clients’ length of stay on the 
team caseload and had a discussion and feedback session with the 
team concerning the research.
Working at this placement I saw clients from a variety of cultural and 
ethnic backgrounds in clinic and at their own homes.
Older Adults Placement
This placement covered six months at a CMHT for Older Adults. The 
work included a psychometric assessment to differentiate between 
depression and dementia. I also completed a challenging behaviour 
assessment with a woman who had Parkinson’s disease. During the 
course of the assessment the client became unwell and I supported her 
daughter both before and after the client’s death. CBT sessions were 
completed individually with clients including; a women who had severe
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and enduring depression was seen in the CMHT, and two women with 
first-episode anxiety and depression seen in IAPT. I also completed 
some anxiety work with a man with dementia. Within this placement, I 
worked in a variety of settings with clients who had a variety of cultural 
and religious beliefs.
Child and Adolescent Placement
My six-month child placement was at a Child and Adolescent Mental 
Health Service (CAMHS). The placement included a variety of work. I 
completed neuro assessments and school observations to support ASD 
assessments. I worked one-to-one with clients using CBT and had my 
first narrative and phobia cases. My systemic and psychodynamic 
teaching was particularly useful for considering the systems around 
children and issues arising in families. I had sessions with clients on an 
individual level and with their parents where appropriate. I completed a 
presentation to Trust psychologists and psychology assistants on 
attachment styles and narrative work. There were also opportunities for 
training and learning about local services which facilitated my learning 
on this placement. The clients I worked with came from a variety of 
socio-economic groups.
Learning Disability Placement
This placement was a year with a Learning Disability and Mental Health 
Team. I completed psychometric testing, dementia screening, 
challenging behaviour assessments and an observation as part of a 
wider ASD assessment. I also worked on a one-to-one basis with clients 
who were experiencing anxiety, low self esteem, interpersonal issues, 
issues around sexuality and command hallucinations. I saw clients’ 
families where appropriate and worked with teams on systemic issues
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concerning a client’s move to a residential home.
Specialist Interpersonal Psychotherapy Placement
This year-long placement was in an Adult CMHT. I completed the 
Interpersonal Psychotherapy (IPT) Introductory Course (Level A) and a 
course of IPT with three training clients. As part of this process, I also 
completed six assessments for suitability for IPT.
I co-produced and co-facilitated a group for people with severe and 
enduring depression. The group drew on psychoeducation, CBT and 
mindfulness techniques. In addition, I co-produced and co-facilitated a 
presentation and feedback session for carers on the work psychologists 
do and what services were available in the area.
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An audit of the caseload of a CMHT in the UK: 
Does the caseload match the Trust’s guidelines 
for number of cases? What factors are involved 
in length of time on the caseload?
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Service Related Research Project 
July 2010
Word count (excluding abstract, acknowledgements, 
references and appendices): 2,979
Statement of anonymity
The information in this report has been anonymised to protect staff 
confidentiality. Staff involved in the project provided verbal consent for 
their information to be included in this report and disseminated to 
university staff as appropriate.
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ABSTRACT
In providing treatment for individuals with mental health difficulties, 
Community Mental Health Teams (CMHTs) will build up a caseload of 
clients. Caseload management is a key issue for service provision, staff 
management and client experience of care. In managing caseloads, 
clinicians are required to evaluate whether clients are recovered to the 
point that discharge is appropriate. Research indicates that recovery is 
associated with a number of factors including gender, age, employment 
and marital status.
The first aim of the study was to audit the CMHTs caseload to see if it 
matched Trust limits. The audit then focused on clients who had been 
on the caseload for five years and over, to investigate whether any 
factors are associated with duration of care. The project was a 
quantitative, cross-sectional study exploring client variables in two 
groups; those who had been on the caseload for five years and over, 
and those who had been on the caseload for less than five years.
Data on age, gender, ethnicity, diagnosis, number of hours worked, 
employment, accommodation and marital status was collected via the 
electronic records. Independent t-tests, Mann-Whitney tests, Pearson’s 
chi-squared tests and Fisher’s exact tests were used to analyse the two 
groups. Four variables were significantly associated with time on the 
caseload: age, diagnosis, employment status and hours worked per 
week. Awareness of these factors could indicate which clients may 
benefit from interventions designed to target issues associated with time 
on caseload. The audit showed the team’s caseload was within Trust 
limits.
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INTRODUCTION 
Background
Community Mental Health Teams
Community Mental Health Teams (CMHTs) were established in the UK 
in the 1980s as part of the NHS drive to provide care in the community 
for people suffering mental health difficulties (Peck, 1995). By 2001, 
CMHTs had an “integral role to play in supporting service users and 
families in community settings” (Department of Health, 2002, p.3).
The Department of Health (DH) outlines CMHTs’ functions as: “Giving 
advice on the management of mental health problems by other 
professionals... Providing treatment and care for those with time-limited 
disorders who can benefit from specialist interventions. Providing 
treatment and care for those with more complex and enduring needs.” 
(2002, p.5.)
Caseloads
In fulfilling these functions, CMHTs build up a caseload of clients. 
Caseload management is a key issue for service planning and provision, 
staff management and client experience of care (King, Meadows & Le
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Bas, 2004). Of the multiple issues within these broad categories, the DH 
suggests that without limitations on caseload numbers “information 
exchange becomes unwieldy eroding clinical capacity” (Department of 
Health, 2002, p.18).
The Trust where this audit was undertaken limits CMHT caseloads “to 
ensure that all clients and their relatives/carers receive adequate 
treatment and support, and team review of the input they require” (Potter 
& Firn, 2009, p.5). Also, so that CMHTs remain accessible to new 
referrals, teams need to be pro-active in discharging cases back to 
primary care. Thus, caseload management is a priority.
The operational policy states CMHT total team caseload should not 
exceed 300 people, full-time care co-ordinators should have no more 
than 30 people on their caseload, while consultants and staff-grade 
doctors should have no more than 70 people (Potter & Firn, 2009).
Discharge
The Trust Policy states: “At the point where it is considered the service 
user has recovered to a degree that they no longer require specialist 
secondary mental health services, discharge back to primary care will 
be agreed.” (Potter & Firn, 2009, p.10.) Thus the clinical judgement of 
the team is employed to evaluate whether clients are recovered to the 
point that discharge is appropriate.
Recovery
The concept of recovery is complex and multifactorial and has no 
universally agreed definition (Mueser, etal., 2004). From being focused 
on alleviation of symptoms, recovery now includes ideas around
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developing purpose and control in order to live a meaningful life despite 
any limitations imposed by mental health difficulties (Shepherd, et al.,
2008). While such recovery is a unique and personal journey defined by 
the individual, some factors have been associated with likelihood of 
recovery.
Decreased chance of recovery has been associated with being female, 
older, unemployment or losing a job, divorce or separation from a 
partner, low social support, poor physical health, and acting as a carer 
(Pevalin & Goldberg, 2003). Increased likelihood of recovery has been 
linked with low severity of symptoms, low levels of side effects from 
medication, high family psychoeducation (Resnick, et al., 2004), 
employment (Dunn etal., 2008), getting married, reported social 
participation and good physical health (Pevalin & Goldberg, 2003).
Current Study
Performance data indicated in August 2009 the caseload of the CMHT 
were this study is based (hereafter referred to as ‘the CMHT) exceeded 
Trust recommendations. As a result, efforts were made to reduce the 
caseload. This study began with a re-audit to assess whether the 
caseload still exceeded guidelines.
The audit also focused on clients who had been on the caseload for five 
years and over, to investigate whether any factors are associated with 
duration of care. In accordance with research referenced above, age, 
gender, number of hours worked, employment and marital status were 
considered. Measures of symptom severity are not routinely 
administered so diagnosis was used as a proxy measure. Equally some 
factors are not regularly recorded, e.g. social support and participation, 
physical health, acting as a carer, level of side effects from medication
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and family psychoeducation, Two other factors -  ethnicity and 
accommodation status -  were included on the basis that this information 
was available for a number of clients.
As records give a ‘snapshot’ of the latest information recorded, change 
in circumstances could not be assessed.
AIMS
The aim of the study was to re-audit team and individual caseloads and 
to consider characteristics of clients who stay with the team for a 
significant period.
RESEARCH QUESTIONS
Does the CMHTs caseload match Trust’s guidelines? Do individual 
clinicians’ caseloads meet requirements? What factors are associated 
with length of time on the caseload?
METHOD 
Design
This was a quantitative, cross-sectional study exploring client variables 
and caseload in a CMHT.
Sample
The sample consisted of two groups. The first group, of 56 clients, had 
been on the CMHT caseload for five years or more, with duration of stay 
from 5-20 years. This group included clients currently on the caseload
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and those discharged between 1 December 2009 and 31 May 2010 after 
a stay on the caseload of five years or more. This group is hereafter 
referred to as Group 1.
The second group of 56 clients were discharged from the CMHT 
between 1 December 2009 and 31 May 2010 after less than five years 
on the caseload. This group is hereafter referred to as Group 2. The aim 
was to compare variables in each group to see if any associated with 
recovery were also associated with discharge.
Sample ages ranged from 19-81. The sample was 53% male, 47% 
female.
Procedure
Ethical approval was not required as the project was an audit. Identifying 
RiO version 5.3 numbers were replaced with ID numbers to ensure 
anonymity.
Data was gathered concerning the following variables: age, gender, 
ethnicity, diagnosis, employment, accommodation and marital status 
and number of hours employed. This data was extracted from the 
Trust’s electronic records system, RiO version 5.3, using the web 
application, the Pulse version 2.8. Data was extracted 
contemporaneously so that information did not change during collection. 
All data was stored on a password-protected spreadsheet.
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ANALYSIS
The data were analysed in SPSS version 16.
Data on age met the assumptions of parametric data, so an independent 
samples t-test was used to evaluate the variance on the mean for age at 
a between-participants level.
Data relating to time on caseload and hours employed did not meet the 
assumptions of parametric data, so Mann-Whitney tests were used to 
evaluate the variance for time on the caseload and hours employed at a 
between-participants level.
Data on ethnicity, gender and diagnosis were categorical so Pearson’s 
chi-square tests were used to evaluate the relationship between these 
data and time on caseload. For diagnosis, sample size and prevalence 
rates of less-common diagnosis meant some categories comprised 
small numbers. For ethnicity, the sample size meant some categories 
comprised small numbers. Where possible, categories were collapsed to 
increase counts.
Data on accommodation, employment and marital status were also 
categorical but cell counts were small (less than 5), so Fisher’s exact 
tests (FET) were used to evaluate the relationship between these data 
and time on caseload.
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Caseload of Team and Individual Clinicians
Total CMHT caseload on 31 May 2010 was 282, which is within the 
recommended limit of 300. Five individual caseloads exceed the 
recommended limit, see Table 1, below. Thus 45% of the team are 
exceeding limits.
Table 1 Caseload of individual team members
Care-coordinator Recommended 
number of clients
. Actual number 
of clients
Non-m edical s ta ff
Chartered clinical psychologist 1 1
Principal clinical psychologist 5 8
Consultant clinical psychologist 1 1
CPN 30 29
CPN 2 30 37
Deputy manager (Social worker) 0 17
Social worker 30 34
OT 30 29
OT 2 Temporary post 
non-specified
7
M edical s ta ff
Associate specialist 35 29
Consultant psychiatrist 70 85
Team  total <300 277 + 5 
unallocated = 
282
Note: Recommended number of clients is based on the Trust’s Operational 
Policy with pro-rata reduction for part-time staff. Five cases were unallocated 
at the time of data capture.
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Time on Caseload
The sample was split into two groups, Group 1 were on the caseload for 
5 years or more, Group 2 were on the caseload for less than five years. 
The mean time on caseload, standard deviations and Mann-Whitney 
test result for the sample are given in Appendix 1, Table 2.
On average, Group 1 (M=99.83, SD=39.00) were on the caseload for 
significantly longer than Group 2 (M=29.11, SD=20.89), (11=0.00, z=- 
9.128, p<.01, one-tailed, r=-0.86), this represents a large effect size.
Age
The mean scores, standard deviations and independent samples t-test 
result for age are given in Appendix 1, Table 3.
On average, Group 1 were older (M=49.62, SD=11.68) than Group 2 
(M=44.09, SD=13.65). This difference was significant (t{110}= 2.31, 
p<05, one-tailed, r=.04.), this represents a small effect size.
Gender. Ethnicity and Diagnosis
Results for Pearson’s chi-square tests for data concerning gender, 
ethnicity and diagnosis are shown in Appendix 1, Table 4. Contingency 
tables for the categories in gender and ethnicity for the sample are given 
in Appendix 1, Tables 5 and 6.
There was no significant association between gender and membership 
of Group 1 or 2 x2(1)=1.76, p=.19, two-tailed.
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There was no significant association between ethnicity and membership 
of Group 1 or 2 x2 (3) = 2.69, p=.44, two-tailed.
There was a significant association between diagnosis and membership 
of Group 1 or 2 x2 (4)=12.72, p< 0.05, two-tailed, v=.35. This represents 
a small effect size. Based on the odds ratio, the odds of remaining on 
the caseload for five years or over were 3.23 times higher with a 
diagnosis of schizophrenia than for any other diagnosis.
A contingency table for the categories within diagnosis are given in 
Table 7 below.
Table 7
Contingency table for each category of diagnosis in sample (N=106)
Group 1 Group 2 Total
Schizophrenia 29 13 42
Depression 9 14 23
Anxiety disorder 4 5 9
Bipolar disorder 9 8 17
Other 3 12 15
Total 54 52 106
Accommodation, Marital and Employment status
The mean scores, standard deviations and FET results for 
accommodation, marital and employment status are shown in Appendix, 
Table 8.
There was no significant association between accommodation status 
and membership of Group 1 or 2 (FET: 3.68, p=.44, two-tailed).
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There was no significant association between marital status and 
membership of group 1 or 2 (FET: 0.88, p=.88. two tailed).
Contingency tables for the categories in accommodation and marital 
status for the sample are given in Appendix 1, Tables 9 and 10.
There was a significant association between employment status and 
membership of Group 1 or 2 (FET: 6.10, p<.05, one-tailed, v=.26). This 
represents a small effect size. Based on the odds ratio, the odds of 
remaining on the caseload for five years or more were 1.72 times higher 
if unemployed compared to if not unemployed.
Contingency counts for the categories in employment status are given in 
Table 11 below.
Table 11
Contingency table for employment status of sample (N=96)
Group 1 Group 2 Total
Unemployed 40 29 69
Employed 3 9 12
Retired 3 4 7
Other including 6 2 8
education & training 
Total 52 44 96
Number of Hours Employed
The mean number of hours employed, standard deviations and Mann- 
Whitney test result are shown in Appendix 1, Table 12.
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On average, Group 2 (M=6.40, SD=12.41) were employed for 
significantly more hours than Group 1 (M=1.83, SD=6.83), (U=942.00, 
z= -1.84, p<.05, one-tailed, r=-.20), this represents a small effect size.
DISCUSSION 
Total Team Caseload
Results show the total CMHT caseload is within Trust limits. When this 
audit was commissioned in October 2009 the caseload exceeded limits, 
and as a result efforts were focused on discharging. This has been 
achieved through individual and team reviews of cases.
A substantial number of cases were reviewed during reallocation of 
caseload after three permanent staff left and three temporary posts were 
created. The development of a depot clinic has also been helpful. This 
clinic was primarily designed to resolve a staffing issue but also provides 
an opportunity to consider whether cases can be managed in primary 
care.
Individual clinicians have supported others to enable discharge. For 
example, in January the deputy manager and psychiatrist reviewed his 
caseload (of over 100 clients) to identify individuals who could be 
discharged.
Individual Caseloads
Five individual clinicans' caseloads exceeded the Trust’s limit. A CPN 
and social worker who should have 30 or fewer clients, had 37 and 34 
respectively. A psychologist who should have 5 cases held 8. A medical 
clinician had 85 cases rather than the recommended 70, and a deputy
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manager, whose role does not include holding a caseload, had 17 
clients. The latter was partly due to the procedure of adding new 
referrals to her caseload prior to being allocated a care co-ordinator.
Overall, excess caseloads may be partly due to staff turnover and 
represent a temporary increase while new team members are recruited. 
It is anticipated that when staffing levels are at full capacity, this will help 
maintain individual and team targets. However, limiting the size of 
caseloads is recognised to be an ongoing issue for care co-ordinators 
and managers.
Variables
Of the variables measured four were significantly associated with length 
of stay on the caseload: age, diagnosis, employment status and hours 
worked per week. All effect sizes were small. As association was 
measured, this limits the conclusions that can be drawn about causality.
Age
The results for age support the research that older people take longer to 
recover (Pevalin & Goldberg, 2003).
Diagnosis
The diagnosis associated with length of time on the caseload is 
schizophrenia. This reflects the serious nature of the disorder and the 
debilitating and enduring effects it can have on multiple aspects of an 
individual’s life (National Institute for Health and Clinical Excellence,
2009). It could be argued that longer stays reflect the level of input 
needed by clients with a diagnosis of schizophrenia.
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Employment
Research indicates employment can have a positive role for individuals 
with mental health difficulties (Schneider etal., 2009). Results from this 
audit support this research as those who remained on the caseload 
longer were more likely to be unemployed and a greater number of 
hours employed was associated with earlier discharge. Thus 
employment appears linked to recovery. However, an individual’s ability 
to maintain employment may indicate lower severity of difficulties, which 
may facilitate faster recovery.
The NHS has recognised the importance of employment and CMHTs 
now include employment specialists whose role is to provide support to 
anyone willing to work. This has proved successful within the Trust, with 
employment specialists’ work leading to an increase in the number and 
proportion of clients in employment (Rinaldi & Perkins, 2007).
Implications
Overall, results indicate that the team’s efforts to reduce caseloads have 
been effective. Awareness that certain factors may contribute to a longer 
stay on the caseload may help indentify individuals who would benefit 
from certain interventions. For example, input from the employment 
specialist, early creation of a goals-driven care plan, consideration of 
how to facilitate discharge at all Care Plan Approach (CPA) reviews. 
Further support for primary care clinicians to facilitate management of, 
for example, psychosis in primary care may also help facilitate 
discharge.
The Trust limits caseload on the basis of quality of care. Other factors
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associated with caseload, for example, effects on staff, are not explicitly 
mentioned. Research shows increased caseloads can affect feelings of 
personal efficacy and clinicians’ sense of quality of care delivered (King, 
et al., 2000) which can affect job satisfaction. In addition, the association 
between high caseload and stress (King, 2009) may contribute to burn­
out. King suggests caseload reviews are more effective when led by 
managers rather than individual clinicians. Thus, it may be helpful for 
caseload management to be a constant item on manager’s agendas for 
clinician’s supervision.
One issue around discharge may relate to development of the concept 
of recovery. Current thinking on recovery is that it does not “necessarily 
mean cure (clinical recovery)” (Shepherd, etal., 2008, p.2). Where a 
medical model of clinical recovery is endorsed, this may provide a 
barrier to discharge, as individuals still experiencing symptoms may be 
perceived as ‘not cured’. Working with the latest concept of recovery 
may require cultural shifts, for example, stronger focus on signposting to 
other services and developing independence.
Limitations and Implications for Further Research
The data from electronic records provides information on an individual’s 
circumstance at a particular point in time. This does not allow 
investigation of change in circumstances. In addition, data reflect the 
last update to records which may not accurately document an 
individual’s current circumstances.
The data used was, in part, dictated by what was available on the 
database so some contributory factors may not have been accessed.
For example, post-hoc interviews with staff suggest some clients who 
have in-patient treatment remain on wards longer than necessary while
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accommodation issues are resolved. Such situations would not 
necessarily be recorded on the database. Furthermore, reducing an 
issue like discharge to isolated variables may over-simplify the 
complexity of cases, e.g, approximately 20% of cases in the CMHT 
require an interpreter which can slow the rate of working and, again, this 
would not necessarily be captured on electronic records. These issues 
limit the conclusions that can be drawn.
For future research it would be useful if a measure of severity was 
routinely applied -  as the use of Health of the Nation Outcome Scales 
increase this may fulfil this need. Further qualitative research using input 
from clinicians and service users would expand the understanding of 
issues around discharge. Staff exit interviews could provide information 
on the experience of working in a particular team and factors that 
contribute to staff leaving.
CONCLUDING REMARKS
The team’s efforts to reduce the caseload have been successful. Some 
factors -  age, diagnosis and employment -  are associated with length of 
stay on the caseload. Awareness of these factors can indicate which 
individuals may benefit from specific interventions.
Dissemination
A written report will be provided to the CMHTs locality manager of. The 
researcher will feedback findings in a team meeting prior to October 
2010 (see Appendix 2).
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APPENDIX 1
Table 2
The mean (and standard deviations) for time on caseload in months for 
the sample with Mann-Whitney result and p-value (N=94, 52 in Group 1, 
42 in Group 2)
Mean (SD) Mean (SD) U p-value
for Group 1 for Group 2 two-tailed
Time on caseload 99.83 (39.00) 29.11 (20.89) 0.00 .00
in months
Table 3
The mean (and standard deviations) of age for the sample with degrees 
of freedom, t-test result and p-value (N=112, 56 in Group 1, 56 in Group 
2)
Mean (SD) for Mean (SD) for df t-test p-value
Group 1 Group 2 one-tailed
Age 49.62 (11.68) 44.09 (13.65) 110 2.31 .011
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Table 4
Results for Pearson’s chi-square tests and p-values for data on gender, 
ethnicity and diagnosis with number in total and each group (N(N in 
Group 1, N in Group 2)
N df X p-value
2-tailed
Gender 11 2 (5 6 ,56 ) 1 1.76 .19
Ethnicity 111 (56,55) 3 2.69 .44
Diagnosis 106 (68, 38) 4 2.35 .00
Table 5
Contingency table for gender of sample (N=112)
Gender Group 1 Group 2 Total
Male 33 26 59
Female 23 30 53
Total 56 56 112
Table 6
Contingency table for ethnicity of sample (N=111)
Ethnicity Group 1 Group 2 Total
White British 32 39 71
Black or Black British 12 7 19
Asian or Asian British 8 5 13
Other 4 4 8
Total 56 55 111
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Table 8
Results for FET and p-values for data on accommodation, marital and 
employment status with number in total and each group (N(N in Group 
1, N in Group 2)
N FET p-value
2-tailed
100 (5 3 ,4 7 ) 3^68 M
1 1 2 (5 6 ,5 6 )  0.88 .88
9 6 (5 2 ,4 4 )  6.10 .04 (one
tailed)
Table 9
Contingency table for accommodation status of sample (N=100)
Accommodation status Group 1 Group 2 Total
Tenant 37 32 69
Owner occupied 11 7 18
Supported accommodation 4 3 7
Temporary accommodation 1 4 5
Homeless 0 1 1
Total 53 47 100
Accommodation status 
Marital status 
Employment status
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Table 10
Contingency table for marital status of sample (N=112)
Marital status Group 1 Group 2 Total
Single 30 34 64
Married or civil partnership 19 16 35
Divorced or separated 6 5 11
Widowed 1 1 2
Total 56 56 112
Table 12
The mean number of hours employed each week for sample with Mann- 
Whitney result and p-value (N=94, 52 in Group 1, 42 in Group 2)
Mean (SD) Mean (SD) U p-value
for Group 1 for Group 2 one-tailed
Number of hours 1.83 (6.83) 6.40 (12.41) 642.00 .03
employed
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ABSTRACT
This research sought to explore how mental health issues (hereafter, 
MHI) are constructed in celebrities’ autobiographies. Traditionally, media 
coverage of MHI has drawn on negative and one-dimensional 
representations. However, MHI are now being discussed in the media in 
new ways, including forming the focus of celebrity autobiographies. In 
addition, celebrities are increasingly being involved in mental-health 
campaigns, and the general literature on celebrity is under-researched. 
Therefore, their portrayals of MHI are considered worthy of research. 
Critical discursive psychology was the chosen method for this study, as 
this allows the analysis to focus on both the immediate context and 
wider social discourses. Six autobiographical accounts were analysed.
The analysis explored three interpretative repertoires: legitimisation 
of MHI which constructed MHI as a legitimate concern worthy of 
attention; addressing an unbalanced self which dealt with the variability 
of agency in relation to MHI, and deconstruction of ‘celebrity’ which 
constructed celebrities as ordinary. These repertoires made several 
subject positions available/unavailable including: 
patient/consumer/survivor of mental health services and the good/bad 
mother. Ideological dilemmas arose where these subject positions 
constructed different responsibilities, for example in relation to care- 
giving relationships. The text also worked to manage the authors’ stake 
in the production of accounts and deflect criticism. Dominant discourses 
relating to gender and the medical establishment were reiterated within 
the accounts.
In terms of usefulness, this research adds to the knowledge of 
culturally available representations. These accounts legitimise MHI and 
present more two-dimensional and balanced accounts of MHI. However,
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some representations are limited or out-dated, which indicates that 
psychologists have work to do promoting psychological understandings 
of MHI in the public domain.
a
INTRODUCTION
The purpose of this research is to consider the way mental health issues 
are portrayed in celebrity2 autobiographies. The research argues that 
how celebrities speak about mental health issues will pervade other 
sections of society. Research into how the media3 portrays mental 
health issues (henceforth, MHI), indicates a shift from negative to more 
sympathetic reporting. A parallel cultural shift has occurred in terms of 
seeking sympathy via stories of distress. Both of these changes have 
allowed MHI to be discussed in new ways in the media, including 
forming the focus of celebrity autobiographies.
In addition, celebrities are now involved in mental health initiatives 
and recent campaigns by mental health charities have been designed 
around celebrity disclosure of MHI. The role these figures play in daily 
life cannot then be ignored, and the fact that they are being associated 
with mental health draws attention to the way in which they present their 
experiences of MHI.
In general, there is a paucity of research into the experience of 
being famous. Studies have primarily focused on the effect celebrities 
have on others, for example, investigating the relationships fans form 
with famous individuals. Thus there is a gap in the literature concerning
2 The term ‘celebrity’ is used to refer to individuals who have a public profile due to 
either their career or persona
3 The term ‘media’ is used to refer to non-fictional reports. Fictional representations 
such as films and television programmes are referred to as ‘cultural’ or ‘fictional’ 
representations
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celebrities’ experiences, and this study aims to add to the existing 
literature on celebrity.
The literature and societal changes will be explored in the first 
section of the Introduction. Next, the importance of the media in relation 
to MHI will be considered, drawing on Foucault and reception theory. 
Social constructionism will be presented as a useful way to analyse how 
MHI are constructed and the research in this area will be considered. 
The second part of the introduction will discuss social constructionism 
as an epistemological approach and the related methods of analysis. 
Critical discursive psychology will be presented as a useful method to 
analyse autobiographical texts. The Introduction ends with the rationale 
of the research along with the aims and research questions.
Part One: MHI and The Media
In this section the literature relating to media coverage of MHI will 
be considered, in particular findings relating to a shift from negative to 
more complex reporting. A corresponding cultural shift in terms of the 
social acceptability of seeking sympathy will be explored. There follows 
an overview of the research into celebrities and discussion of why the 
media matters.
Research into the media and MHI
This literature review focused on the tone of articles and 
representations of individuals with MHI in the media. Other elements, 
such as the use of expert testimony, the media’s impact on policy and 
the representation of different theories of mental health were considered 
to be outside the scope of this review. The existing research into MHI 
and the media was investigated via relevant search engines -  for
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example, MEDLINE, PsyclNFO, PsycBOOKS, etc., -  using search 
terms such as “mental heath” and “mental illness” in combination with 
“media”, “newspapers” or “reporting”. Specific journals were consulted 
such as Discourse Studies, Discourse and Society and Dialogue and 
Discourse. References in relevant papers were also used to further 
explore the current state of knowledge.
A shift towards sympathy
The majority of research into media coverage of MHI comprised 
retrospective analyses of newspaper content. For example, Huang and 
Priebe (2003) assessed the content of articles over a period of four 
months covering 2001-2 in the UK and compared it to USA and 
Australia. Coverage was predominantly negative, particularly in the UK, 
where positive stories related to research conferences and medical 
findings rather than the experience of individuals with MHI. While this 
study provides useful findings the results are limited, as non­
standardised measures were used to classify articles as ‘positive’, 
‘neutral’ or ‘negative’.
These same terms were employed in other research to 
demonstrate that stories about MHI were four times more likely to be 
negative than those concerning physical health issues (Lawrie, 2000). In 
addition, negative stories about physical health focused on ‘bad’ 
doctors, whereas reports on MHI described ‘bad’ patients. However, this 
was reported as an “impression” formed by the authors rather than a 
substantiated finding.
Further research indicated that individuals with psychosis were 
portrayed in the media as either suicidal or violent and worthy of fear or 
restraint; whereas those with non-psychotic MHI were figures of ridicule
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rather than deserving empathy (Barnes & Eamshaw, 1993). Additionally, 
concern was located with society at large, so that attention was focused 
on the risk posed by people experiencing psychosis rather than the 
welfare of individuals with MHI (National Institute for Mental Health 
England, 2005a). Media reporting was shown to rarely use the voices of 
people who have MHI (Wahl, 2003). In fact, Nairn and Coverdale (2005) 
identified just five stories out of 600 that included the perspective of an 
individual with MHI.
Research has consistently established that the media links MHI 
with violence and dangerousness (for example, Cutcliffe & Hannigan, 
2001 ). Some studies attribute this to the change from institutional to 
community care in the 1990s (Rose, 1998). It is argued that violence 
committed by individuals with MHI had previously been conceived as 
accidents, but a new representation of the ‘Care in the Community 
Tragedy’ constructed these incidents as avoidable injustices caused by 
irresponsible policy-making (Patterson, 2006).
Media reports also represented individuals with MHI as one­
dimensional (Day & Page, 1986) and lacking the markers of social 
identity such as employment, specific age and family relationships (Wahl 
& Roth, 1982). It is argued that such representations work to construct 
those with MHI as ‘different’ from others (Day & Page, 1986).
Despite the prevalence of negative portrayals of MHI, there is 
some evidence to suggest a change has occurred to incorporate more 
balanced portrayals. For example, newspaper coverage was judged 
either ‘neutral’ or ‘positive’ which was an improvement on earlier studies 
(O’Connor & Casey, 2001). Another study found reports of MHI in the 
context of crime made up only 5.6 per cent of 13,000 items analysed 
(Francis et a/., 2004). However, the authors state findings may be
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limited due to the data set being linked to a specific geographical area.
Other studies have indicated that improvements in the tone of 
media reporting are specific to particular diagnoses. Stuart (2003) found 
that educating journalists led to increased breadth of coverage and 
number of positive stories. However, the effect was temporary and 
limited to stories that did not deal with schizophrenia.
In terms of the inclusion of those with MHI, one study found that 
these contributors were presented as credible witnesses who provided a 
more balanced view including narratives of overcoming stigma (Nairn & 
Coverdale, 2005). Further research has found that while balanced 
stories were fragmented and outnumbered by negative ones, the media 
did include stories relating to human rights and achievements beyond 
MHI (Coverdale etal., 2002). Coverage of depression has also been 
found to be increasingly focused on the experience of the individual with 
MHI (Rowe etal., 2003).
The case of Frank Bruno and The Sun newspaper provides an 
example of a cultural shift relating to media reporting of MHI. On 23 
September 2003, the first edition of The Sun reported Bruno’s admission 
to a psychiatric unit with the headline ‘Bonkers Bruno Locked Up’. The 
accompanying text referred to Bruno as a ‘nut’. Following complaints 
from members of the public and mental health charities, the headline in 
later editions of the paper that day was changed to ‘Sad Bruno in Mental 
Health Home’. The term ‘nut’ was replaced with ‘hero’ (Gibson, 2003). 
This incident indicated a change in public perceptions from seeing those 
with MHI as people to be feared or ridiculed as now being worthy of 
sympathy.
In addition to this change of reporting there has also been a
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corresponding development in other areas of the media such as the 
popularity of ‘misery memoirs’, real-life literature detailing stories of 
abuse, addiction and MHI. The genre grew in popularity following the 
publication of A Child Named It in 1995 and by 2006, such books made 
up 11 of the top 100 bestselling paperbacks in the UK (O’Neill, 2007). 
The theme also permeates other aspects of popular culture; reliance on 
a backstory of difficulties and tragedy has become a staple way to 
engender sympathy or create leverage on reality television programmes. 
Thus discussing personal suffering has become a recognised way of 
eliciting sympathy from the general public.
Celebrities have also drawn on this way of seeking sympathy by 
disclosing information about their own experiences of MHI either via 
press agencies or through autobiographies. Typcially celebrities’ work 
includes creation and provision of media content, and they have 
privileged access to methods of mass communication, thus their input 
forms part of the media representation of MHI. Autobiographies 
produced by celebrities are available in the public domain and often 
become bestsellers. These works are used to achieve certain aims and 
present a particular account of celebrity and, in some cases, of MHI.
The explicitly stated aims are to disseminate information, to further 
understanding of the individuals’ experiences, and to document personal 
self-development. Other aims may include generating income and 
positive publicity, and privileging the authors’ construction of their 
experiences. Thus the accounts provide an example of how different 
goals are achieved by individuals with a public profile.
Celebrity autobiographies are produced within the wider context of 
the publishing industry. As a result, a number of factors will influence the 
content of an autobiography beyond the celebrities’ experiences of MHI 
and the meaning they make of them.
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In general, publishers aim to exploit purchasing trends and the 
popularity of different genres by saturating the market with similar 
products for as long as they sell. In terms of sales, the celebrity 
autobiography sector peaked in 2008 and has been in decline since with 
market share dropping from 2.25% in 2008 to 1.99% in 2011 (Lea,
2011). However, it remains a profitable sector (Finch, 2010). It is 
arguable that celebrity autobiographies dealing with MHI are starting to 
form a sub-genre within the autobiography sector. While there are no 
sales figures for this sub-genre yet, it is engendering debate within the 
media (Crimmens, 2012) and mental health charities (Rice-Oxley,
2012). Thus publishers may be looking to promote MHI content as a 
new way to extend the celebrity autobiography genre.
Another factor is the use of ghost-writers, the often 
unacknowledged authors who can be solely responsible for texts that 
are then credited as being the work of others. It is now so commonplace 
for ghost-writers to contribute to celebrity autobiographies that not using 
a ghost-writer is more comment-worthy than using one (Farndale, 2009). 
Ghost-writers are typically employed by the publishing company, but 
some celebrities have the opportunity to work with a writer they have an 
existing relationship with (Trescothick, 2008). While the use of ghost­
writers is public knowledge, and their influence can be assumed to affect 
vocabulary, structure and even content of a product, their actual 
influence in specific cases is less clear as the purpose of their role is for 
their work to go undetected.
Within these confines, authorised biographies/autobiographies 
promise access to the celebrity and an opportunity to learn about them 
in ways that unauthorised biographies and other media coverage do not. 
Authorised biographies/autobiographies were chosen to be the data for
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this research, as regardless of how much personal involvement an 
individual has in the actual writing, this type of account is presented as 
‘authorised’ and therefore make up part of the celebrity’s public persona.
Celebrity autobiographies are part of the current celebrity culture in 
which knowledge and information forms a type of currency. Sociological 
theorists suggest the willingness of celebrities to share all aspects of 
their lives stems from the celebration of the individual and confessional 
nature of current celebrity culture (Ingis, 2010). It also contributes to the 
establishment of a para-social intimacy, meaning that it promotes a 
sense of intimacy in strangers, which builds a celebrity’s profile (Horton 
& Wohl, 1993). Within sociology, celebrity is seen to embody two 
ideologies of contemporary western culture: individualism and capitalism 
(Marshall, 1997) with publicity surrounding celebrities serving to 
disseminate these ideologies to the public (Cashmore, 2006). In line 
with recent economic changes, celebrity increasingly offers tales of 
downward and well as upward mobility which reflects the main 
aspirations and fears of late capitalism (Sternheimer, 2011).
Part of the work of being a modern celebrity is management of 
media representation. Celebrities can control parts of the media they are 
responsible for such as official websites and personal social networking 
accounts. Certain events will be managed such as organised 
appearances and interviews. However, other media sources will not 
necessarily follow the celebrities’ agenda (Bonner, 2005). Although the 
representation of each celebrity is individual, analysis of different media 
products can make these explicit. While analysing specific 
representations is beyond the scope of this research, in general, a 
media representation will include the aspect of the individual that has 
made them noteworthy while working within the culturally available 
systems of representation, for example, those relating to gender,
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sexuality and celebrity itself (Bonner, 2005). Representations will also 
draw on culturally available narratives which are used for as long as 
they are meaningful to the audience and then either disappear or 
change to reflect existing values and meanings (Gillespie, 2006). Thus a 
celebrity can work to manage and develop their media representation as 
necessary.
In addition to forming the focus of some autobiographies, 
celebrities have a further connection to MHI -  involvement in mental 
health campaigns -  which is discussed below.
Celebrity involvement in mental health campaigns
Mental health charities, including Saneline and Mind, have recently 
used celebrities to raise awareness of MHI with celebrity disclosure 
forming part of a major Time to Change campaign in 2011. The Time to 
Change initiative is a partnership between mental health charities, the 
Institute of Psychiatry and the Department of Health. They recognise the 
role celebrities have to play in raising awareness and challenging 
stereotypes (Baker, 2010). At this point, linking MHI and celebrities 
received a mainly positive reception, whereas in 2004 a celebrity-based 
mental health magazine entitled There, There’ and supported by SANE 
was discontinued.
There is little research into the disclosure of celebrities’ experiences of 
MHI. Fauteux et al. (2008) found attitudes towards seeking 
psychological help were not enhanced by exposure to information about 
celebrities seeking similar help. However, there are methodological 
limitations as the study used a between-groups design rather than an A- 
B design. It also draws on a positivistic approach to knowledge which 
implies that objective truth can be known about ‘attitudes’ through
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understanding the cognitive processes underpinning them. This 
excludes the possibility that multiple meanings can exist and be drawn 
on depending on how individuals construct their experience of celebrity 
disclosure.
As celebrities in general are increasingly being linked with mental 
health messages, it is relevant to explore what they are saying about 
MHI, which this research will do by focusing on autobiographies. As a 
group, there is not much knowledge about celebrities, the existing 
research into this area will be discussed in the following section.
Research into the ‘celebrity’ phenomenon
Within psychology, there is relatively little research concerning 
celebrities. Studies have typically considered the effect celebrities have 
on others. For example, there is research into the influence of media 
reporting of celebrity suicide on the suicidal behaviour of people with 
MHI (Cheng etal., 2007). In health psychology, research has focused 
on the role of celebrity disclosure on either the attitudes (Kalichman & 
Hunter, 1992) or health-seeking behaviour of others (Cram et al., 2003).
Other studies have paid attention to ‘celebrity worship’ 
(McCutcheon et al., 2002) or ‘parasocial interaction’ (Giles, 2002). 
Parasocial interaction is used to describe symbolic, non-reciprocal, one­
sided relationships (Ashe & McCutcheon, 2001). In this area research 
has addressed the impact of that type of relationship on the non-famous 
individual. The literature includes work that explores the development, 
function and effect of parasocial relationships and whether they are 
linked with particular genders or personality traits (Cohen, 1997; Maltby 
et al., 2004). Such research can be questioned as it constructs ‘traits’ as 
stable cognitive characteristics and presents an individualistic view
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which does not allow for variability including how meaning changes with 
context and culture.
In considering the effect of fame on the celebrities themselves, 
work has primarily been speculative rather than empirically based (for 
example, Giles, 2000; Griffiths & Joinson, 1998). However, a few studies 
have recruited famous individuals to reflect on the experience of being in 
the public eye. Adler and Adler (1989) studied American sports stars’ 
sense of identity and how they entered cycles of self-aggrandisement 
and self-diminishment. More recently Rockwell and Giles (2009) 
explored the experience of 15 American celebrities. Participants made 
sense of their experience in terms of advantages and disadvantages 
associated with fame, such as access to a privileged world and mistrust 
of others. However, both studies used phenomenological analysis, 
which rests on the assumption that language provides direct access to 
psychological processes. This does not adequately account for the way 
that language constructs rather than merely describes reality, and thus 
does not fully engage with the constitutive role of language (Willig, 
2008).
In other research into media coverage of MHI, Paterson (2007) 
used frame analysis to identify 10 frames including one relating to 
sports/celebrity stories. This drew on a link between pressure of fame or 
need to perform and calls for compassion and respect for privacy. While 
these results raise interesting issues, in particular the “calls for 
compassion”, the supporting quotes and evidence from the data 
presented in this paper are scarce, and the analysis is not expanded 
beyond identification of the link.
The literature search for this study found only one psychological 
study into celebrity autobiographies. Oksanen (2012) completed a
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narrative analysis of 31 autobiographies by musicians who described 
experience of substance abuse and treatment. These autobiographies 
were found to use therapeutic terms from Alcoholics Anonymous texts to 
create narratives of recovery. This research provides insight into how a 
specific issue -  drug and alcohol addiction -  is addressed by a specific 
group of celebrities -  rock musicians. This research aims to address a 
wider range of issues, in that autobiographies are not limited to a 
particular type of celebrity or a particular type of MHI. In addition, the 
narrative method attributes individuals with relatively stable and lasting 
ideas about themselves and the world (Dallos & Vetere, 2005). This 
does not allow for analysis to fully consider the variability of ways to 
describe the same events.
Due to the lack of research relating to celebrities and their role in 
contributing to the general discourse of MHI, the current research aims 
to address a gap in the knowledge base.
Why the media matters
This section will consider why the media matters and argue that 
from a social constructionist perspective the media both creates and 
recreates shared understandings of the world.
Research has indicated that media coverage impacts on the lives 
of people with MHI. A survey by mental health charity Mind (2000) found 
50% of respondents with MHI believed media portrayals had a negative 
impact on both their ability to gain employment and the beliefs and 
behaviour of friends and family. Pilgrim and Rogers (1996) argue that 
people with MHI may internalise the concept of dangerousness which is 
widely perpetuated by the media and this can impact on self-esteem. It 
has also been argued that media coverage may affect government
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policies regarding MHI leading to more restrictive practices (Hallam, 
2002; Paterson, 2006).
The media is considered to be a major source of information on 
MHI for the general public (Anderson, 2003; Hannigan, 1999). From a 
traditional psychology perspective, the information provided by the 
media is understood to inform lay peoples’ knowledge of and attitudes 
towards MHI (Borinstein, 1992; Philo, 1994). A number of studies have 
focused on the link between media reporting and discriminatory attitudes 
towards individuals with MHI (for example, Hannigan, 1999; Thornton & 
Wahl, 1996). However, the exact relationships between media texts and 
audiences is unclear and results can be contradictory (Anderson, 2003). 
For example, in relation to topics other than MHI, personal experience 
has been found to be a stronger influence on beliefs than media 
messages. Whereas, with MHI this pattern was reversed to the extent 
that individuals’ experience was ‘overlaid’ by media messages (Philo, 
1994). In contrast, a survey in 2000 found consumers were highly critical 
of media accounts of MHI, especially if the consumer had personal 
experience of MHI or the media source was not their preferred one 
(National Institute for Mental Health England, 2005b).
While this attention on the media is welcome, this research can be 
questioned on epistemological grounds. These studies draw mostly on 
essentialist or positivistic views of knowledge, which conceptualise 
language as a neutral, transparent medium that describes objects or 
psychological phenomena in a straightforward way (Coyle, 2012). Social 
constructionism (henceforth, SC) challenges this view. SC will be 
considered further in section 2 of this introduction. At this stage SC is 
defined as viewing social functioning as “produced and reproduced 
through social interactions in specific cultural and historical contexts” 
(Bilic & Georgaca, 2007, p. 169).
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In considering the effect of the media on attitudes, positivistic 
studies imply that beliefs are stable, measurable phenomena that exist 
in individuals, whereas SC suggests that discussion of ‘attitudes’ is a 
process that both produces and reproduces meaning. SC also allows for 
MHI to be conceived, not as an entity existing in individuals, but as ideas 
and practices which are constructed and maintained by the professions 
and institutions involved in care (Bilic & Georgaca, 2007). The ways 
these concepts are constructed in professional arenas filter down to the 
lay-person and individuals with MHI, affecting the way difficulties are 
perceived (Parker et al., 1995).
Employing an SC framework enables researchers to go beyond 
mere description of the different images portrayed in the media, and 
allows for analysis of the strategies employed through which power, 
knowledge and ideology shape media reports (Thornton & Wahl, 1996). 
A fundamental part of this framework is therefore the power relations 
ideology explored by Foucault, which will be considered next.
Foucault and power relations
Foucault considered the notion of power to be fundamental in the 
constitution of meaning in the ‘text’ and how certain forms of ‘knowledge’ 
are legitimised through the creation of ideology (Foucault, 2002). For 
Foucault, ideology is defined as the systems of thought constituted by 
what is considered ‘sayable’ or ‘unsayable’ and through their usage 
these systems acquire the status of ‘truth’ (Hall, 1997). These ‘truths’ or 
systems of knowledge are inexorably linked to power. Thus within texts 
the ‘structural’ power of existing institutions can be (re)produced for 
example the medical establishment (Foucault, 1980). However, 
expressions of power are not always unidirectional, even with an 
ideology in place there is still some opportunity to challenge the existing
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power relations (Rabinow, 1984).
In terms of the media, Foucault’s ideas imply that attention needs 
to be paid to the ways in which MHI are constructed and claims to ‘truth’ 
are made. Olstead (2002) explains it as: “assessing the techniques for 
presenting various ‘truth’ claims about mental illness, the strategies 
utilised to legitimise certain forms of knowledge around mental illness 
and the ways in which the media carefully manage presentations of 
mental illness, allowing certain depictions to exist, while simultaneously 
suppressing others.” (p.626.) As nothing is outside discourse (Foucault,
2002), representations of MHI are maintained not just by the media but 
by discourse concerning MHI in any arena of structural power, for 
example, legal and medical establishments. Thus, the importance of 
evaluating media representations of MHI relates to the assessment of 
how ideologies are formed and maintained, particularly as these 
representations have consequences at an individual and societal level 
(Olstead, 2002).
Thus Foucault’s ideas can be applied to exploration of the media 
and these theories will be drawn upon in this study’s analysis. A further 
theory -  reception theory -  is also relevant to this study and will be 
examined in the next section.
Reception theory
In addition to power relations being important when analysing the 
media, the role of the audience in the media-audience relationship also 
needs attention. Within this relationship, reception theory considers the 
agency of the audience. Early theories conceptualised the audience as 
“blank slates on which [the media’s] messages are written” (Philo, 1996, 
p.103) However, more recent research has emphasised the role of the
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audience to bring a critical stance to the messages they receive. For 
example, in relation to MHI reporting, consumers are more critical of 
media portrayals from a non-preferred media source (National Institute 
for Mental Health England, 2005b). Furthermore, the prevailing culture 
can influence the interpretation of particular media messages, to the 
extent that different readings of the same event are available to 
consumers from different cultural backgrounds (Liebes & Katz, 1990). 
This study acknowledges that consumers are conceived as both able to 
assume a critical stance towards media messages and may also at 
times struggle to achieve this (Olstead, 2002; Philo, 1998).
Part Two: Social Constructionism
This section will explore how a SC approach can contribute to an 
understanding of MHI and the media. The principles of SC are 
considered here along with the benefits of such an approach in relation 
to this research. The section will conclude with a consideration of how 
SC has contributed to the research into the media and MHI.
Social constructionism
SC is an epistemological framework that offers an alternative to 
positivistic ways of understanding the world (Gergen, 1994). Burr (2003) 
suggests four essential features of SC:
- A critical stance towards taken-for-granted knowledge. SC challenges 
the idea of acquiring objective knowledge of the world via scientific 
methods. Thus, ways of understanding that are accepted as ‘fact’ can 
be questioned, for example, that MHI are by their nature a negative 
experience.
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- Historical and cultural specificity. As knowledge is socially constructed, 
it is relative to a specific time and place and will reflect the cultural and 
social context. This allows the researcher to consider how meanings of 
MHI change over time and the opportunities for being that are afforded 
by different meanings.
- Knowledge is sustained by social processes. Different practices are 
shared and legitimised through interactions between people and these 
practices construct shared versions of knowledge. In this way, exploring 
the language used in discussions of MHI will develop understanding of 
how the concept is constructed.
- Knowledge and social action go together meaning that understandings 
of the world allow or promote certain actions. As Burr (1995) explains: 
“Each different construction also brings with it, or invites, a different kind 
of action from human beings.” (p.5.) Thus, studying language is key.
Given that the role of the media and the audience has been 
acknowledged within this study, SC will be adopted here to challenge 
how MHI are portrayed in traditional research and will assist in arguing 
that such research requires a more sophisticated analysis of discourse 
and the ways in which collectively shared discourse resources operate.
Analysing discourse
Coyle (2007) identifies three key assumptions of discourse 
analysis. Firstly, language is a constructive tool; people choose -  not 
necessarily intentionally -  from the range of available linguistic 
resources to construct a particular version of events. Thus, a discourse 
analyst can consider what resources are employed in talk about MHI 
and what ways of talking about this subject are available to celebrities.
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Secondly, discourse has an action orientation, it is used to 
perform actions and achieve outcomes, such as justifying a particular 
version of events. Thus, this research can consider what functions an 
account of MHI is trying to perform, how this is attempted and what 
linguistic resources are available to support these functions.
Finally, discourse analysis does not claim that analysing 
language will provide access to internal psychological states, rather 
language is a social action through which psychological phenomena are 
produced (Drew et al., 1999). Thus a researcher using the method 
would not be attempt to evaluate celebrities’ attitudes, rather research 
would focus on the “public and collective reality” (Burman & Parker, 
1993) constructed through the use of language.
Within this approach there are several methods which employ 
discourse analysis in different ways. These methods will be discussed 
before the contribution of SC to research in MHI is considered.
Approaches in discourse analysis
Within discourse analysis, a distinction is made between 
approaches influenced by conversation analysis and post-structuralism 
(Wetherell & Edley, 1999). Within the latter tradition, the main 
approaches are discursive psychology and Foucauldian discourse 
analysis (hereafter, FDA).
Discursive psychology addresses how discourse functions to 
achieve social action. In particular, the approach focuses on discourses 
that are presented as ‘facts’ and how these are constructed as ‘factual’ 
(Coyle, 2012). Discursive psychology is typically concerned with the use
Portfolio URN 6111392
150
of language in the context in which it occurs. One of the shortcomings of 
this method is that although the immediate context is explored, wider 
contexts such as social meanings of terms are not considered (Willig, 
2001).
FDA focuses on the role language has in constructing the social 
and psychological world, in particular what ways-of-being are made 
available by different discourses (Willig, 2008). The method addresses 
what discursive resources are available in a particular culture and the 
implications of that availability. Considerations of power are also 
relevant including how dominant discourses work to legitimise existing 
power relations (Willig, 2008). FDA is also concerned with institutions 
and the associated practices that organise social life (Coyle, 2012).
A third approach developed by Wetherell (1998) attempts to 
synthesise elements of discursive psychology and FDA in a method 
called critical discursive psychology (CDF). The aim of this approach is 
to consider the particular context of discourse and also the “broader or 
more global patterns in collective sense-making and understanding” 
(Wetherell & Edley, 1999, p.338). As with conversation analysis 
approaches, CDP includes a focus on the action-orientation of discourse 
and the idea of social order being constructed as people draw on 
discourses (Wetherell & Edley, 1999). From the post-structural-inspired 
methods, comes the notion of discourse being organised by “institutional 
forms of intelligibility” (Wetherell & Edley, 1999, p.338) which have 
history and associated power structures (Wetherell & Edley, 1999). This 
method is based around three concepts: interpretative repertoires, 
subject positions and ideological dilemmas (Edley, 2001). These will be 
discussed further in the methods section.
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Discourse analysis and the media
As discussed, discourse analysis can be used to explore how 
social and psychological phenomena are constructed and negotiated in 
our language. A brief overview of some of the ways discourse analysis 
research has engaged with the media and MHI is explored below.
Discourse analysis has confirmed the findings of non-discourse 
literature in terms of the link between MHI and violence/dangerousness 
(Nairn etal., 2001; Allen & Nairn, 1997). Olstead (2002) found the link 
was achieved with use of polarised talk that created a distinction 
between ‘us’ and ‘them’. Individuals with MHI were constructed as 
simultaneously ‘rational’ in relation to criminal behaviour and ‘irrational’ 
due to their MHI. In addition, the level of agency afforded to an individual 
with MHI was subject to class distinctions with the middle-class person 
afforded less agency and therefore less responsibility and blame for 
their actions than others (Olstead, 2002).
The media was also shown to use generic and undifferentiated 
categories to refer to people with MHI for example, ‘mentally ill’ and 
‘psychiatric patient’ (Coverdale et al., 2002). The authors argued that 
this lack of specificity contributes to a tendency to generalise from one 
particular case to MHI in general. Foster (2001) also focuses attention 
on a lack of differentiation and how this works to consolidate a contrast 
between ‘normality’ and ‘abnormality’. These studies indicate that using 
a discourse approach allows a more detailed and nuanced analysis that 
goes beyond mere description of media reports.
A number of discourse studies have indicated how the media 
employ a medical model of MHI (for example, Nairn, 1999; Rowe et al.,
2003). Historically, MHI have been positioned in the realm of psychiatry,
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which portrays psychiatrists as ‘experts’ who determine what is ‘normal’ 
and ‘abnormal’ and what course of action should be followed (Parker et 
al., 1995). This medical discourse confers certain rights and duties on 
both patients and doctors (Harper, 1995) and disqualifies the expertise 
of the service user (Parker, 2002). In this way the media is contributing 
to discourses which legitimise existing power relations within the 
medical establishment.
Discourse analytic research has also considered media 
constructions of specific groups with MHI such as those in a particular 
cultural or ethnic group. A study of the Serbian media found opposing 
socio-political discourses, one which constructed Serbia as a healthy 
nation in comparison with the West, and another which suggested that 
MHI were so pervasive the entire nation was ‘abnormal’ (Bilic & 
Georgaca, 2007). These contrasting discourses were used by the media 
to debate and reflect upon social conflicts between traditionalism and 
modernisation. This provides a compelling example of how ‘knowledge’ 
is historically and culturally specific.
Further, in considering gender, Hurt (2007) explored how women 
and depression are constructed in the media and found highly 
medicalised and genderised discourses. The dominant discourse was of 
women having a ‘natural susceptibility’ to depression due to physical 
‘deficits’ and ‘passive minds’. Women were constructed as having the 
agency to avoid depression if they made efforts to attend to these 
‘weaknesses’. Hurt (2007) argues that by constructing a ‘natural’ course 
of female depression these reports deflect attention from the associated 
cultural, social and political issues. Elsewhere Gattuso etal., (2005) 
found discourses of depression in women’s magazines included ideas of 
personal inadequacy if individuals were unable to manage depression 
which may have implications for help-seeking. In terms of ethnic
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diversity, magazines aimed at the African-American community were 
found to construct depression in contradictory ways (Clarke, 2010). At 
times depression was constructed as a “white person’s problem”, at 
others it was constructed as something African-American people failed 
to recognise. The one unifying feature was a reminder to readers that 
they are racialised with a racialised history and this was constructed as 
the most pertinent message. These studies illustrate that media-related 
discourses have social and political implications in producing and 
reproducing discriminatory discourse.
While it is not possible to provide a comprehensive literary review 
within this work, the research explored above provides an indication of 
how discourse analysis provides useful insights into MHI constructions 
in the media, the uses these constructions serve and the ideological 
implications of the discourses.
Part Three: Rationale, Aims and Objectives
The background to this research was explored in the first part of 
the Introduction. It was argued that the media has shifted to allow MHI to 
be spoken about in new ways including as the focus of celebrity 
autobiographies. Celebrities are increasingly being used in mental 
health campaigns, thus it is valuable to explore the kind of discourses 
celebrities employ in their construction of MHI. Furthermore, the existing 
research on celebrities is limited and has primarily focused on fans 
rather than celebrities themselves. Thus celebrity autobiographies are 
considered worthy of research. In addition, this research will add to the 
knowledge of culturally available narratives about mental health. The 
media’s reliance on one-dimensional and negative representations of 
MHI was noted in Part One. However, this aspect of the media -  
celebrity autobiographies -  has not been investigated, so this research
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will add to the understanding of the culturally available narratives about 
mental health. Consideration was also given to the importance of the 
media and the critical approach presented by SC.
In the second part of the introduction, SC and discourse analysis 
were discussed as guidelines and ways to explore language 
respectively. CDP was presented as the preferred method to analyse 
how language is used to create, sustain or challenge social realities. 
Thus CDP can help analyse how celebrities construct MHI in their 
autobiographical accounts. The existing discourse analysis literature 
was reviewed to illustrate how this methodology adds to a shared 
understanding of MHI and the media.
Aims and research questions
This study has one main aim and one main objective. In the first 
instance, the study aims to report on the main patterns in a corpus of 
celebrities’ discourse concerning MHI. The objective is to add to the 
incipient body of literature exploring MHI within the general public. The 
analysis of the material seeks to answer the following research question: 
‘How are MHI constructed in celebrities’ autobiographies?’
The analysis is characteristic of a CDP approach (Wetherell, 
1998) and combines a focus on the local organisation of language along 
with the broad, socially and culturally resonant interpretative resources 
celebrities draw upon in their autobiographies. Thus, the study reflects 
how text is organised as social action in its immediate context, the 
subject positions in play and the rhetorical and interactional 
consequences of this organisation, focusing on celebrities orientations 
to clarify and identify these elements. It is also assumed that text (about 
MHI) adopts regular patterns that reveal the shared sense-making
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resources of a sample or which may be specific to a site, institution or 
characteristic of a broader social context and historical period.
Terminology
This study uses ‘mental health issues’ to refer to psychological 
difficulties. Inclusion of the word ‘health’ does not indicate support for 
the medical model. Rather the terms reflect the current terminology used 
by mental-health pressure groups and charities. The writers of the data 
are referred to as ‘authors’ or ‘celebrities’. Their books are primarily 
referred to as ‘accounts’.
Inverted commas have been used to add focus to the constructed 
nature of things (Coyle, 2012) and to call a taken-for-granted concept 
into question (Harper, 1995).
METHOD 
Choice of Texts
The corpus of data selected for this research comes from 
autobiographies written by individuals considered to be celebrities due 
to their public profile. The choice of data was made based on the 
following issues.
- Recently published material was used (from 2005-11 ) so as to be able 
to situate the resources used by the authors within the contemporary 
social and historical contexts.
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- All the accounts were produced by individuals who identified 
themselves as experiencing MHI. Accounts that dealt primarily with 
addiction or eating disorders were not included.
- The authors chosen had been famous for a substantial part of their life 
prior to experiencing MHI, so were considered to have experienced 
these issues through the lens of celebrity.
- Potential data sources were identified with online searches using 
relevant terms, such as ‘celebrity’ ‘memoir’ and ‘mental health’.
- Once a source was identified the richness of the data was considered 
both in terms of how much content related to MHI and the quality of the 
relevant content.
- Approximately 20 texts met all these inclusion criteria. The final 
selection was made by reapplying the quality criteria on the basis of 
comparative quality of the material as explained above.
- in general, including when choosing texts, it was important to avoid 
selective reading, that is, making selections based on prior expectations 
(Potter & Wetherell, 1987). Thus, the researcher sought to maintain 
awareness of prior assumptions, and to not let this affect data selection.
Texts
Six autobiographies were analysed:
1. Fisher, C. (2008). Wishful drinking. London: Simon & Schuster.
Carrie Fisher is an actor, novelist and performance artist. She describes 
experiences of bi-polar disorder.
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2. Lake, P. (2011). I’m not really here. London: Random House.
Paul Lake is an ex-professional footballer whose career was ended by 
injury which was followed by an episode of depression.
3. Porter, G. (2007). Laid bare. London: Ebury Press.
Gail Porter is a television presenter who describes experiences of bi­
polar disorder and post-natal depression.
4. Shields, B. (2005). Down came the rain. London: Penguin.
Brooke Shields is an actress who write about experiences of post-natal 
depression.
5. Trescothick, M. (2008). Coming back to me. London: HarperCollins. 
Marcus Trescothick is a professional cricketer who suffered panic 
attacks and episodes of depression associated with spending time on 
tour.
6. Welch, D. (2010). Pulling myself together. London: Pan Macmillan. 
Denise Welch is an actress who describes experiences of depression 
and post-natal depression.
This relatively small sample can be justified, as qualitative 
research is concerned with the richness of analysis and the need to 
balance breadth of material with depth of analysis (Banister et al., 1994).
Scope of Enquiry
This study is based on published autobiographies which are 
available in the public domain. As such, the accounts provide a 
deliberate communication and form part of the general discourse
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concerning MHI. The epistemological basis of this research 
acknowledges the importance of discourse in constructing social life. In 
addition, any understanding of the world is perceived as historically and 
culturally specific and relative. Thus, these accounts both inform and are 
informed by current cultural views of MHI.
The accounts address a number of audiences, including those 
who have experienced MHI, people who use mental-health services, 
those involved in care and the provision of services, and people who 
have no experience of MHI.
Relevance to Clinical Psychology
A key aim of this study is relevance to clinical psychology practice 
and this has been considered throughout the research process. As 
discussed above, these accounts are widely disseminated so they 
contribute to the socio-historical understanding of MHI. Thus, these 
accounts are important to a range of clinicians including clinical 
psychologists. Awareness of the content of these accounts may add to 
an understanding of the meaning clients make of their own experiences 
and the meaning society makes of MHI. The accounts are also 
influential in terms of representing particular views of treatment which 
may shape others’ understanding of these issues.
Ethical Considerations
All the data used in this study was naturally occurring. That is, it 
existed independently of the research rather than being produced in 
order to be analysed (Coyle, 2012). As the texts were in the public 
domain there was no need to gain the authors’ consent to participate in 
the study. Therefore, the Supervisor of this research, the peer-review
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panel, and a representative from the Faculty of Arts and Human 
Sciences Ethics Committee agreed that it was not necessary to apply for 
ethical approval from either the University of Surrey Ethics Committee or 
the NHS Research Ethics Committee.
Credibility of The Research
When considering the quality of qualitative work, Yardley (2000) 
suggests four guiding principles: sensitivity to context; commitment and 
rigour; transparency and coherence; and impact and importance. These 
principles were adhered to as follows:
1. To ensure sensitivity to context, this study was grounded in existing 
theory and research. Quotations were used to locate the analysis in the 
data and instances where the data contradicted proposed analyses 
were sought. The socio-historical context of the data is explored in the 
analysis and discussion sections.
2. In terms of commitment and rigour, the researcher returned often to 
the data to ensure an in-depth and thorough engagement with the topic.
3. To aid transparency and coherence, this work includes a description 
of the method and data presentation. The links between theory and 
method were explored. In addition, consideration of reflexivity is 
included below.
4. With regard to impact and importance, the data was published in the 
past seven years, and are widely available. This study’s usefulness to 
different groups is considered further in the Discussion.
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Analysis
A critical discursive analysis was adopted for this research 
(Wetherell, 1998). The analysis was organised around identifying and 
exploring three main concepts: interpretative repertoires, subject 
positions and ideological dilemmas.
Interpretative repertoires
Interpretative repertoires are defined as “recurrently used 
systems of terms used for characterizing and evaluating actions, events 
and other phenomena” (Potter & Wetherell, 1987). As such, repertoires 
are coherent sets of linguistic devices used in everyday conversation 
that form the basis of people’s shared social understanding (Edley,
2001). Repertoires can be used flexibly, depending on the context, to 
construct contrasting accounts of the same action, object or event. A 
number of repertoires will be available to a community, but some may 
be privileged or easier to say. These culturally dominant or hegemonic 
repertoires can be so accepted as to achieve the status of ‘facts’ 
(Gramsci, 1971). CDP is interested in how this process of normalisation 
occurs and who benefits from it.
In identifying interpretative repertoires, analysis involves 
recognising patterns in the data and being aware of different metaphors, 
images and figures of speech that occur (Wetherell, 1998).
Subject positions
Davies and Harré (1990) argue that who individuals can be is 
dependent on the positions made available through social interaction. 
These ‘subject positions’ are the “the identities made relevant by specific 
ways of talking” (Edley, 2001, p.210). Each subject position brings
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different obligations, rights and possibilities for action. Taking up a 
particular subject position shapes subjective experience as the world is 
experienced from that viewpoint. In this way subject positions have 
implications for personhood and identity (Edley, 2001).
Positioning is not an entirely passive process. While it is not 
possible to avoid the subject positions made available by a particular 
discourse, or imposed on us by others, individuals can accept or resist 
them (Davis & Harré, 1990). Resisting a particular subject position, 
implies a challenge to the societal structures and power implications 
associated with that discourse (Burr, 1995).
To identify subject positions, Wetherell (1998) recommends 
noting the “different and often contradictory or inconsistent versions of 
people, their characters, motives, states of mind and events in the world 
-  and asking why this (different) formulation at this point in the strip of 
talk?” (p.402).
Ideological dilemmas
Billig et al. (1988) drew attention to the ‘lived ideologies’ of a 
society or culture which are made up of its values, beliefs or practices 
and, as such, form its ‘common sense’. Ideologies lack consistency and 
do not provide clear recommendations as to how to think or act. For 
example, the tension between the two maxims, ‘It’s better to be safe 
than sorry’ and ‘Nothing ventured, nothing gained’. These 
inconsistencies create ideological dilemmas which are a productive 
resource for sense-making as they provoke discussion about how 
differing values can clash (Billig et a/., 1988).
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Ideological dilemmas illustrate that repertoires may develop in 
response to each other. Edley describes it as: “different ways of talking 
about an object or event... develop together as opposing positions in an 
unfolding historical argumentative exchange” (2001, p.204).
The analyst should be alert to how contradictory themes structure 
the data and how individuals shift between different subject positions or 
switch between different and contradictory elements of accepted 
‘common sense’ (Edley, 2001).
Reflexivity
Both personal and epistemological reflexivity are relevant to 
qualitative research (Willig, 2008). Personal reflexivity concerns the way 
the researcher’s own values, views and experiences influence the 
research, and also how the research affects the researcher. 
Epistemological reflexivity relates to assumptions made about the world 
and knowledge, and how these influence the research.
In terms of personal reflexivity, my experiences have impacted on 
this research in a number of ways. My experience of working in 
publishing led to an interest in media and society, which played a part in 
the choice of research topic. In my first readings of the data, I noticed I 
could be critical of the authors and aware of the image they may be 
seeking to promote. At such times it was useful to re-read the texts and 
be alert to what was in the data rather than my assumptions about it. 
Other aspects of personal experience will have influenced the analysis. 
For example, I currently work in the NHS supporting people with MHI. 
During the course of the research I reflected on how these elements 
shaped the analysis.
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The research process has affected me. For example, I am now 
more aware of the use of language and how it constructs and shapes 
our knowledge and experience. In my clinical practice, I try to be mindful 
of how language is used by myself and others in relation to clients, 
services and clinicians.
Epistemological reflexivity raises a number of issues. In keeping 
with the principles of SC, any account of a particular discourse is both a 
description and part of the event itself (Burr, 2003). Therefore, it is 
acknowledged that this study is a social construction that both describes 
and constructs the discourse on celebrities’ accounts of MHI. This 
analysis is considered one of many possible readings of the data, each 
with equal validity, rather than this research providing a privileged 
account (Burr, 2003). Epistemological reflexivity has further been 
addressed by considering questions such as: “How has the research 
question defined and limited what can be ‘found’? How has the design of 
the study and the method of analysis ‘constructed’ the data and the 
findings?” (Willig, 2008). These issues are considered in the Discussion.
RESULTS
The findings of the analysis are presented in this section. Three 
interpretative repertoires identified in the data are presented:
1. Legitimising MHI
2. Addressing an unbalanced self
3. Deconstruction of celebrity
Following an exploration of these repertoires, the subject 
positions made available are discussed along with the ideological
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dilemmas that arise from the data. In each case the performative 
functions of the constructions will be considered.
Legitimising MHI
Introduction
The first interpretative repertoire portrays MHI as a legitimate 
concern that can be spoken about in particular ways. This section will 
explore the ways this repertoire is developed around three major 
themes. The first relates to the structure of autobiographies which work 
to provide a hopeful conclusion. This justifies readers’ investment in the 
book and provides a reason to engage with the account. Further, the 
reasons for writing about MHI are constructed as altruistic rather than for 
the good of the author. In these ways the authors justify their writing and 
attempt to deflect criticism.
Secondly, the use of figures of authority will be discussed. In the 
text, powerful figures from the medical profession are used for a variety 
of purposes including justifying treatment choices and ways of making 
sense of MHI. Typically, these figures are used in a way that maintains 
the existing power imbalance between service users and medical 
professionals.
The third theme is de-legitimisation of other accounts of MHI, that 
is, challenging stigmatising views and providing an alternative way of 
making sense of these experiences.
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Exploring the repertoire
The repertoire of legitimising MHI emerged from anecdotes about 
personal experiences and revelations made to the reader rather than 
familiar cultural stories and in this way the repertoire is ‘owned’. This is 
defined by Wetherell and Potter (1992) as a way in which “a social field 
of discourse becomes marked out as personal, subjective and 
psychological -  as owned by the individual -  and thus possessed as 
one’s own characteristic beliefs, attitudes, opinion, thoughts and 
expressions” (p.2). Thus, the repertoire is constructed as one that the 
authors have created themselves and have responsibility for. The 
authors used a number of strategies to claim legitimacy and by looking 
at the different ways celebrities can talk about their private difficulties, 
one can begin to understand the public construction of MHI.
One common feature of this interpretative repertoire is providing 
a hopeful conclusion which is presented via the structure and content of 
the accounts. In terms of structure, five of the six accounts begin with a 
section constructing experiences of mental distress in adult life then 
track back to provide an autobiographical account since birth -  a literary 
construct known as ‘in médias res’. The account of early life constructs 
many aspects of the individual’s experience. However, when MHI come 
to the fore they provide a theme that continues throughout the 
remainder of the account. All the accounts go on to describe recovery or 
acceptance and thereby construct a message of hopefulness.
Beginning their autobiographies with a description of mental 
distress positions their accounts as different from other celebrity books. 
The structure also allows the authors to attend to the ‘dilemma of stake’. 
Edwards and Potter (1992) define the dilemma of stake as “how to 
produce accounts which attend to interests without being undermined as
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interested” (p. 158). Thus the structure works as a device to draw the 
readers’ attention to MHI without explicitly stating the authors’ interest in 
this issue. This structure seems to construct MHI as being an 
individual’s defining feature; once you have experienced MHI it becomes 
fundamental to your identity -  the first thing you tell others. This could 
be interpreted as MHI achieving a ‘master status’ in that it has primary 
significance to the individual’s identity (Hunt, 2007). In ending accounts 
on a note of hopefulness, the authors are drawing on a social 
construction of the acceptable way to explore distress. Thus, the 
accounts may be seen to contribute to a suggestion that it is permissible 
to discuss MHI in a ‘progressive’ narrative, that is one that presents 
events in a way that constructs personal progress with the premise Tm 
learning to cope with my difficulties’ (Gergen & Gergen, 1996).
One author describes the use of hopefulness as follows:
Extract 1
What I wanted to reassure everyone was that, even though the 
graphic descriptions of what I had been through might be harrowing to 
read, they were about then and this is now. (Trescothick, 2008, p.339- 
40.)
In this construction, investment by others -  in this case 
investment of emotion as it is acknowledged to be “harrowing to read” -  
is rewarded with optimism. This serves to emphasise that it may not be 
permissible to suggest MHI can be enduringly debilitating and also that 
the acceptable way to speak of these things in retrospect rather than 
during the crisis. In privileging accounts of recovery in this way, those 
who are currently suffering or continue to suffer from MHI may be 
deemed unsuitable for public view.
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It could be argued that accounts end with resolution not because 
this is an acceptable way to explore MHI, but because this is an artefact 
of autobiography in general. Traditionally celebrity autobiographies 
followed this pattern; they were released towards the end of a career 
and provided an overview of a life. However, celebrity accounts no 
longer rely on this template of waiting for resolution and are released to 
cover any period of an individual’s experience. For example, glamour 
model Katie Price, who was 34 in May 2012, has so far released four 
autobiographies: in 2004, 2006, 2008 and 2010. Additionally, it has been 
argued that the basic narrative structures available in Western culture 
include a ‘regressive’ narrative or one where progress to one life’s goals 
is impeded (Gergen & Gergen, 1986). Although these are available, 
regressive structures are not used in the data and thus a progressive 
structure including resolution appears specific to celebrity accounts of 
MHI.
Another common feature is an appeal to altruism concerning the 
production and dissemination of the data. This strategy of legitimisation 
draws on the rationale of benefit to others. An example is provided in 
Extract 2 below, where one author discusses the reasons for producing 
his account.
Extract 2
I knew we had a responsibility to everyone who had ever suffered 
these illnesses to try our best to give proper voice to the experience. 
(Trescothick, 2008, p343.)
Here, the author constructs himself as having a “responsibility” to 
“give proper voice to the experience”. The phrase “everyone who had 
ever” is an example of an extreme case formulation which is a device 
where an evaluative dimension is taken to an extreme to achieve a
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justification (Pomerantz, 1986). By referring to “responsibility” the author 
is locating this talk within a moral framework, and constructing the 
production of his account as being for the good of others. Acting for the 
benefit of others is a cultural discourse which is well-perceived by 
society (Reyes, 2011 ) and so contributes to a justification of the 
account. Altruism is further emphasised by positioning the author as 
acting not just for the benefit of others but for those who are constructed 
as having “suffered”. By drawing on this image of others’ vulnerability, 
the author is making it harder to reject his claim of altruism and, by 
extension, his account of MHI. As well as working to justify and 
legitimise the accounts, constructions of altruism also manage the 
dilemma of stake and work to dismiss any claims of self-interest despite 
the fact that the authors gain from these accounts. In providing detailed 
warrant for their accounts using altruism, the authors may be orientating 
to the idea that their motivation will be questioned.
Other strategies are also used to legitimise MHI and these will be 
explored further below using extracts from the data. Another common 
feature is the use of figures of authority to strengthen the authors’ 
position on MHI. For example, authors draw on advice from medical 
professionals to justify decisions about treatment:
Extract 3
Why did I feel I needed ECT? Well, it had been recommended by 
several psychiatrists over the years. But I couldn’t bring myself to 
consider it as it seemed too barbaric. (Fisher, 2008, p13.)
In the text, the decision to have ECT is constructed as the result 
of thoughtful consideration as it draws on a number of experts over a 
period of time -  “several psychiatrists over the years”. Thus, the author 
presents herself as rational despite choosing a treatment option which
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she considered “barbaric”. In presenting the involvement of others in the 
decision-making process, she is also deflecting, or sharing, any potential 
blame for the repercussions of this decision which caused her significant 
memory loss.
At other points in the data, the authority and expertise of medical 
professionals is emphasised by use of their names and professional 
titles. An example of this can be seen in the following quote:
Extract 4
I still live and deal with mental illness but it hasn’t come back like 
it used to since Professor Studd began to treat me... It may sound 
dramatic, but I feel that he saved my life. (Welch, 2010, p.318.)
In this extract, the author constructs treatment in positive terms, 
as providing relief from her symptoms. A successful outcome is not seen 
as a total amelioration of symptoms but as an improved capacity to 
cope. This reflects the recovery model which seeks to empower 
individuals to build a meaningful life despite MHI rather than solely 
focussing on treating symptoms (National Institute for Mental Health 
England, 2005a).
In order to emphasise his expertise and authority, the doctor is 
referred to throughout this account by his name and professional title 
“Professor Studd”. He is constructed in heroic terms, in that the author 
associates him personally with the outcome, “he saved my life”, rather 
than “treatment saved my life”.
By drawing on the authority of others the authors construct their 
voices as not robust enough to be convincing alone. Alternatively, it 
could reflect that identifying yourself as having MHI is difficult, so the
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authors need to use expert testimony to support their accounts at these 
points.
Other strategies are also used in the data, as illustrated in Extract 
5 where the author describes an interaction with his therapist.
Extract 5
She... told me... I had to realise that my depression was a 
chemical imbalance, not an emotional weakness; that it was an illness, 
not an attitude. ‘It’s not your fault, Paul, ’ she repeated in order to 
emphasise the point. (Lake, 2011, p.285.)
This is an example of the author actively constructing the truth of 
the therapist’s claims. The inclusion of reported speech (“She told me”) 
and direct speech (“It’s not your fault, Paul”) is known as ‘active voicing’ 
(Wooffitt, 1992). By using active voice, the author is drawing on a sense 
of corroboration, he is providing ‘evidence’ that this view of MHI is 
shared rather than being unique to him. The account is constructed as 
relying on the therapist’s evaluation, as this is included verbatim -  “It’s 
not your fault, Paul”. In this way the author is making sense of his 
experiences as “a chemical imbalance, not an emotional weakness” and 
therefore, as something for which he cannot be held responsible.
The strategies used to present the statement “illness, not... 
attitude” as a factual one also work to divert attention from the author’s 
stake in this version of events. Prior to this point in the data the author 
framed his difficulties in terms of personal weakness. He also 
constructed his employment as one that values physical strength and 
denies emotion, so it is perhaps not surprising that the author draws on 
the authority of others to reject ideas around “emotional weakness” and 
personal responsibility for his MHI. The evaluative viewpoint of the
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therapist -  “It’s not your fault” -  indicates this is an important part of the 
author’s construction of the meaning of MHI and this meaning becomes 
the dominant view from this part of the book onwards.
Delegitimisation of alternative constructions is another strategy 
used in the text to legitimise a particular account. In this excerpt, the 
construction of MHI as “emotional weakness”, “attitude” or the 
individual’s “fault” is rejected. This delegitimisation is emphasised by 
using the direct speech of an authority figure, as discussed above. In 
addition, the three items preceded by ‘not’ -  “not an emotional 
weakness”, “not an attitude”, “not your fault” -  work as a three-part list. 
Here the device of using a three-part list adds to the thoroughness and 
persuasiveness of the construction (Jefferson, 1990). It is worth 
considering why a two-part list was not deemed sufficient to support this 
construction. Indeed, the final part of the list is also reported as the 
active voice of an authority figure to strengthen the argument further. 
This suggests the author constructs himself as lacking authority, or that 
he anticipates this meaning being challenged by others.
Summary
The accounts construct MHI as a legitimate concern by claiming 
these issues can be spoken about by people with a public profile, they 
are deserving of medical attention and worthy of public discussion. A 
variety of structural and rhetorical devices work to support this 
repertoire. For example, the authors seek to reassure the audience that 
issues will be addressed in a containing way. Using a socially 
acceptable narrative structure of progress and providing altruistic 
reasons for disclosure serve to justify the production of the accounts. 
These also work to establish that it is acceptable to discuss MHI in the 
public domain.
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The authors do not rely solely on their own constructions, but use 
the reported speech of professionals to present biological and 
psychological understandings of MHI. This recourse to the power of 
‘experts’ serves to remind the audience that MHI are recognised by the 
medical establishment. While the power imbalance between medical 
professionals and service users is maintained within this interpretative 
repertoire, this is challenged elsewhere and is explored further in the 
next repertoire.
Finally, constructions of MHI which are in conflict with biological 
and psychological theories are denied. For example, the authors use 
reported speech from experts to construct stigmatised views as 
unjustified. This works to support the authors’ ways of making sense of 
their experiences. Together these devices work to produce the 
repertoire that MHI are a legitimate concern.
Addressing an Unbalanced Self
Introduction
The second interpretative repertoire identified in the data is 
addressing an unbalanced self. In this repertoire authors construct 
agency as intermittent (present at some times and not others), relative 
(considered in relation to others) and contingent upon circumstances 
(occurring or existing dependent upon other conditions). Several themes 
serve to construct this repertoire including discussions of the media, 
treatment and stigma. Within and between these themes a range of 
agency is presented. For example, at times those with MHI are 
constructed as lacking agency and needing support to make decisions
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about their treatment. Authors also present themselves as able to 
challenge the authority of the medical establishment.
Exploring the repertoire
This repertoire appeared in all the accounts and is illustrated 
through anecdotes about personal experiences relating to the media, 
MHI and stigma. In addition, the constructions draw on familiar cultural 
stories or stereotypes. Reynolds and Wetherell (2003) suggest that 
referring to “well-worn” stories in this way reduces the personal element 
and thus creates a distance between the individual and the discourse. 
This works to deflect blame and responsibility for the discourse, and will 
be explored below. In the first instance, when considering whether to 
follow her psychiatrist’s advice to undergo a course of ECT, one author, 
explains:
Extract 6
My only exposure to (ECT) was Jack Nicholson in One Flew Over 
The Cuckoo’s Nest, which wasn’t exactly an enticing example. From the 
seizures to the biting down on a stick to the convulsions, it looked 
traumatic, dangerous and humiliating. (Fisher, 2008, p. 13.)
In this account the media is presented as disseminating 
stereotypical information -  “biting down on a stick” “traumatic, 
dangerous and humiliating”. This serves to shift responsibility for 
presenting stigmatised views from the author to the media, who are 
constructed as responsible for disseminating this ‘information’. Using a 
cultural representation also draws on a shared experience so an 
alternative interpretation may be that the author uses this reference to 
bridge any gap between herself and the audience.
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By using a film to justify a belief the author may be seen to 
construct cultural representations as more relevant and powerful than 
personal experience in informing views. While some studies support this 
view (e.g. Philo, 1994), further research acknowledges the active role of 
the consumer as a interpreter of the media (National Institute for Mental 
Health in England, 2005b). In this extract, the discourse concerning 
treatment may be interpreted as one of coercion -  power is ultimately 
located with medical professionals while service users lack agency.
Thus, the author constructs herself as having reservations but lacking 
the agency to resist medical advice to undergo a specific treatment.
Another author discusses the same cultural representation after 
describing her husband suggesting she take a course of anti- 
depressants. Here agency is constructed as relative:
Extract 7
Now my husband wanted me to become a pill popper! Once 
again, One Flew Over the Cuckoo’s Nest came to mind, and I saw 
myself in pajamas, shuffling up to the nurse’s window to get my little cup 
of pills. Why not start drinking Scotch at three in the afternoon and take 
up cigarettes, too? (Shields, 2005, p.87.)
This account depicts treatment as the first step towards unhealthy 
behaviours such as drinking spirits during the day and smoking tobacco. 
Treatment is constructed as an extreme option which inevitably 
progresses from taking anti-depressants to being incarcerated in an 
oppressive institution. Thus, the agency of an individual undergoing 
treatment is denied as there is no representation of choice within a care 
pathway. The author also constructs herself as personally lacking 
agency in terms of her choices around treatment, she accounts for what 
her husband wants but her own desires are not directly discussed. She
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constructs herself as able to have thoughts about his views. For 
example, the use of the exclamation point “pill popper!” may serve as an 
intonation contour to indicate her outrage to the audience. However, she 
constructs herself as not able to express her resistance or act on it. In 
this way, her agency may be constructed as relative compared to her 
husband’s and his is privileged. One interpretation of this may be 
because he is ‘well’ and she is ‘unwell’. Alternatively, this could reflect a 
cultural construct of hegemonic male power which privileges his voice 
on account of his gender.
Another account also discusses agency in relation to 
management of MHI. In this account the agency of the individual with 
MHI is denied.
Extract 8
(The coach) had already arranged with the rest of the staff and 
players that, once I got to Dubai, I was going to be kept fully occupied... 
Busy days playing, training and practising would have been followed by 
lengthy team planning and selection meetings and I was never, ever, to 
be allowed to dine on my own, unless it was my choice. Not that they 
were going to ask me for my belt and shoelaces, just that they wanted to 
create a comfortable environment in which I could relax and remain 
calm. (Trescothick, 2008, p.3).
Here the author describes preparation for a sporting tour. In this 
account, he constructs others as planning for him and working together 
to ensure he is “kept fully occupied”. The author uses an extreme case 
formulation (Pomerantz, 1986) -  “never, ever” -  to emphasise the 
importance of the plan. Managing MHI is constructed as a social 
enterprise involving activity on the part of others. The individual with MHI 
is constructed as lacking the agency to be included in these discussions,
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the plans “already arranged with the rest of the staff’ before the author is 
made aware of them. The individual may be seen to be positioned in an 
almost childlike state and the author’s role is a passive one, he positions 
himself as needing to “relax and remain calm”. This is in contrast to the 
action and agency of those supporting him.
The following extract constructs agency as contingent in 
discussions of the media, specifically organising a magazine article 
featuring pictures of the author’s family:
Extract 9
In another attempt to preempt the media, we had decided long 
before Rowan was born to work with this UK publication because they 
had been kind to me in the past I would be able to have photo approval, 
and it would (hopefully) be a non-gossipy article. (Shields, 2005, p124.)
In this extract the author’s management of her identity includes a 
sense of agency, specifically the ability to handle the media. She 
constructs herself as able to plan in advance and choose the most 
suitable magazine to work with, although her agency varies even within 
this quote as it extends to having picture approval but having to “hope” 
for a “non-gossipy article”. Management of the media is presented as an 
ongoing issue -  the magazine article is “another attempt to preempt the 
media”. Thus the market for photographs is constructed as continuing 
until it is satiated. To support this construction, the author uses the 
metaphor of being hunted by animals. This signals that the author 
positions herself as having to protect her family. One interpretation is 
that this indicates she has orientated herself to the possibility of criticism 
about her family’s exposure to the media and works to answer that 
criticism. Her agency is contingent both between and within Extracts 7 
and 9. She constructs herself as having limited agency in terms of MHI,
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yet able to act in relation to the media. However, within the latter arena 
she constructs herself as having contingent agency over some elements 
but not others.
Elsewhere the authors present examples of successful agency 
for example in the extract below.
Extract 10
I said, as firmly as I could, ‘Please book me a cab. ’
‘Oh no, ’ she protested, ‘You have to stay here. ’
‘No I don’t, ’ I said forcefully. ‘I ’m not gonna stop here and talk to 
somebody like a bloody idiot going blah blah blah. I ’d rather spend the 
money on a holiday -  I know what I like. ’
Before long I was sitting in a minicab going home.
(Porter, 2007, Location 3709)
In Extract 10 the author describes an episode where she is 
admitted into a private mental-health treatment centre at the insistence 
of others. Thus she appears to present herself as lacking the agency to 
resist the social pressure to attend the centre. However, in the quote 
she constructs herself as having agency by taking ownership of her 
financial investments and decisions about her care -  “I’d rather spend 
the money on a holiday -  I know what I like”. She signals she is 
presenting herself as in control by speaking “firmly” and “forcefully” 
despite “protests”. The author constructs herself as able both to speak 
and act in the face of resistance -  “I said forcefully” and “Before long I 
was sitting in a minicab going home”. Ending this description with an 
account of achieving her aim serves to emphasise her construction of 
potency. Agency itself is constructed as something that is marshalled 
with effort -  speaking “as firmly as I could” -  and withstands resistance.
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The person the author is addressing in this episode is described 
earlier as “a woman in a white coat” (Porter, 2007, Location 3700) who 
talks to the author about her MHI. In endowing the individual with these 
symbols of authority and knowledge, the author may be constructing 
herself as confrontational and able to take on the authoritarian medical 
establishment. This represents an inversion of the traditional power 
dynamic or dominant discourse that knowledge and power are located 
within the institution of medicine. In the face of authority, the author 
utilises slang (“Not gonna stop here”), swearing (“bloody”) and invective 
(“idiot going blah blah blah”). In this way she constructs herself as an 
ordinary person presenting a common-sense response to her situation. 
Overall, this construction serves to present the author as a strong 
individual, which is a valued construction in Western culture.
Individual ideas around self care are constructed as at least as 
important as psychological treatment, with the author suggesting she 
use the money to go on holiday. In this way, the account privileges a 
recovery model with the service user in charge and most knowledgeable 
about what will promote wellness.
As well as challenging the power of the establishment, the author 
is also rejecting an empiricist account of psychiatric disorders. Harper 
(1995) explained that such an account would present MHI as ‘objective 
entities which are diagnosed according to certain signs and which have 
certain courses and which then lead to certain psychological 
interventions’ (p.351). By including her own agency and rejection of a 
traditional treatment route, the author resists an empiricist account.
Portfolio URN 6111392
179
Summary
In this interpretative repertoire, the authors construct agency as 
intermittent, relative and contingent. These constructions are used to 
deflect any blame associated with stigmatising views and to defend 
treatment and lifestyle choices. Overall agency is constructed as 
variable. In relation to treatment, constructions range from being passive 
and following medical advice, to having views on treatment but not 
acting on them, to being able to challenge medical professionals. Thus 
the data serves to promote particular representations of individuals with 
MHI ranging from needing help with decisions to being able to manage 
their own care.
The Deconstruction of Celebrity
Introduction
The third interpretative repertoire identified in the data is the 
deconstruction of celebrity. This repertoire constructs celebrities as 
subject to the same societal pressures as everyone else in terms of 
MHI, stigma, employment and gender issues. Furthermore, the accounts 
construct celebrities as ordinary and modest. In doing so the data 
deconstructs the image of celebrities as special or different. The 
repertoire may be used to reduce distance between the audience and 
the author and to construct sympathy as the appropriate response to 
descriptions of distress and MHI. However, there is variation in the 
accounts and an example is included where celebrities with MHI are 
constructed as different.
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Exploring the repertoire
This repertoire emerged through reports of personal experiences 
and others’ reactions and views, rather than familiar cultural stories, and 
in this way the repertoire is ‘owned’ (Reynolds & Wetherell, 2003). The 
authors construct a world of achievement, status and privilege but one in 
which celebrities are also like everyone else in terms of MHI and the 
associated stigma. This point will be examined with use of quotations 
below.
Extract 11
To many, the concept of a rich and famous professional footballer 
suffering with depression was impossible to grasp. Paul Gascoigne 
wasn’t seen as a troubled, vulnerable young man exhibiting signs of 
obsessive compulsion: Gazza was just mad as a hatter, off his head, 
daft as a brush. When Stan Collymore was diagnosed with depression 
while at Aston Villa, his manager, John Gregory, reacted with cynicism, 
reportedly asking, ‘what’s he got to be depressed about?’ (Lake, 2008,
p.282.)
In this extract, the author draws on a general societal discourse 
that understands the achievement of professional and material success 
as a means of ending or providing immunity from personal problems. 
This discourse is positioned in the text as being the ‘canonical view’ that 
is, “part of the well-worn stories of one’s culture” (Reynolds & Wetherell, 
2003, p.498). In this way the author is presenting his construction of 
society’s meaning-making around celebrity. In the extract, some familiar 
and limited elements of the general discourse of celebrity are being 
reiterated by the author, for example, “the concept of a rich and famous 
professional footballer suffering with depression was impossible to 
grasp”.
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The author then rejects this general societal discourse and 
constructs the general public -  the “many” -  as unable to grasp the 
dichotomy of being both successful and having MHI. To support this 
representation, the author draws on two contrasting accounts to 
describe Paul Gascoigne. The first describes Gascoigne in 
psychological terms (“vulnerable” and “exhibiting signs of obsessive 
compulsion”) using professional language to legitimise this construction. 
In the contrasting account, the categories of being a celebrity and MHI 
are constructed as mutually exclusive. Instead, meaning is made of 
Gascoigne’s behaviour with reference to personal characteristics framed 
by colloquial terms (“mad as a hatter, off his head, daft as a brush”). 
Elsewhere in this account, colloquial language works to align the author 
with his audience, whereas one interpretation is that it is used here to 
suggest stigma is associated with a lack of knowledge about MHI. The 
typical reaction to a celebrity having MHI is also constructed as an 
unsympathetic response that lacks understanding. This type of response 
is represented as “cynicism” in order to delegitimise this view. Here, 
celebrities are constructed as subject to the same stigma and MHI as 
anyone else.
Celebrity is further deconstructed with discussion of power 
relations between employees and employers. In the extract, the author 
constructs a world where employers are critical of employees, ignorant 
of MHI and stigmatising -  “his manager, John Gregory, reacted with 
cynicism, reportedly asking, ‘what’s he got to be depressed about?”’. 
Celebrities are positioned in the text as operating within traditional 
power relations where the employer and their representatives are 
dominant and, in this case, able to comment publicly and unfavourably 
on the employee. The employers’ views are privileged in that 
Collymore’s response to his manager’s comment is not reported. This
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representation of a traditional balance of power challenges the 
competing construction of celebrities as powerful, and serves to 
emphasise the similarity between celebrities and the general public.
In constructing celebrities as subject to MHI, stigma and 
oppression by employers, the author constructs a commonality of 
experience between himself and his audience. This suggests that the 
need to delegitimise certain views is justified not just on a personal level 
but for the sake of all oppressed individuals.
The deconstruction of celebrity is furthered by the use of emotion 
words in talk of stigma, imperfection and failure. The point can be seen 
in Extract 12:
Extract 12
I felt guilty for not being the one tending to my daughter... I 
watched as (my husband) Chris finished the diapering... I was failing at 
things that, according to popular belief, were supposed to be the most 
natural in a woman’s life... I got hit with a wave of self-defeat and self- 
loathing. (Shields, 2005, p.66-67)
The negative emotion words -  “guilty” “self-defeat and self- 
loathing” -  along with the construction of failure work to remind the 
audience that despite her looks, fame and wealth, the celebrity is still a 
woman with the same frailties as non-celebrities.
This account emphasises a conventional view of gender roles in 
parenting. The author constructs parenting as being “most natural in a 
woman’s life” and that mothers would feel “guilty” about leaving nappy 
changing to the fathers. By referring to “popular belief, the author 
constructs motherhood as a social role. This legitimises the view that
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mothers can be judged by society and delegitimises any individual 
construction of motherhood. In terms of celebrity, this account 
constructs the author as similar to other women who struggle with 
motherhood. This serves to construct an empathetic response as 
appropriate. It also counteracts any claim to ‘specialness’ that might be 
considered part of the general discourse of celebrity. The subject 
positions made available by this discourse will be considered in the 
Subject Positions section below.
In the recent past the concept of celebrity included difference, a 
sense of being out of the ordinary and achieving otherworldly perfection. 
Idols such as Marlene Dietrich and Grace Kelly were celebrated for such 
qualities. In this data, the authors construct the idea of celebrities as 
normal. This is achieved by relating anecdotes constructing their 
‘ordinariness’ which are discussed further below.
Extract 13
My hopelessness ran so deep that nothing, and nobody, could 
make any difference to the way I felt. I could have scooped the Vernon’s 
Pools jackpot, or spent the night with Pamela Anderson, and would have 
still felt depressed the following morning. (Lake, 2008, p.279)
Here the author -  a former professional footballer -  uses 
references to cultural phenomena to construct himself as an ‘ordinary’ 
man. The events he describes as associated with happiness are having 
“scooped the Vernon’s Pools jackpot” and a “night with Pamela 
Anderson”. The Vernon’s Pools was a type of gambling that operated 
from 1925 to 1998 and associated with the working classes in northern 
England. Therefore, in addition to locating this discourse geographically, 
economically and culturally, the use of Vernon’s Pools gives the account 
an historical flavour. This may be interpreted as limiting the relevance of
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this account to those who construct themselves as not connected to 
these elements. Alternatively, the author could be drawing on 
discourses relating to a less complex time and in doing so claim 
ownership of an element of that honesty and simplicity. He positions 
himself as a ‘working-class boy made good’, in making reference to a 
time before footballers were so closely associated with material excess 
and negative behaviour. The second image utilised is that of Pamela 
Anderson, an international celebrity, whose career peaked in the 1990s. 
Her fame was based on a stereotypical concept of female sexuality.
Both references are used by the author to construct himself in 
conservative and conventional ways and to align himself with his 
audience. In this account, any difference or specialness associated with 
celebrity is denied and his ordinariness is privileged.
The sense of celebrities’ ordinariness is added to by constructing 
entry to the world of celebrity as open to all. In the next extract the 
author constructs her experience of rehearsals for a TV programme 
called ‘How’.
Extract 14
In our first rehearsal... I just burst out laughing. ‘Sorry, sorry, ’ I 
said to all and sundry. It was the thought of me, little Gail from Jop, 
sitting there ... saying ‘How’ to the nation. (Porter, 2007, Location 1976)
This provides an example of how diminutive terms (“little Gail”) 
and the colloquial name for the area she grew up in (‘Jop’ for the Joppa 
area of Edinburgh) are used to construct normality. In addition, “little 
Gail” adds to a construction of being self-effacing and rejecting 
specialness as the use of “little” implies ordinariness and normality. 
Thus, she is positioning herself in the text as no more likely to be, or 
worthy of being in this position than anyone else. In this extract, the
Portfolio URN 6111392
185
author draws on a general discourse that there is a strong contrast 
between being ‘ordinary’ -  “little Gail from Jop” -  and being a celebrity 
who addresses the nation. Her construction of the humour and absurdity 
of being in both mutually exclusive groups is an invitation for the reader 
to reject not her ordinariness, which the account emphasizes, but the 
specialness of celebrity. Elsewhere in her account the use of colloquial 
language -  for example in Extract 10 (p.47) which includes “like a 
bloody idiot going blah blah blah” -  enhances this sense of ordinariness. 
This illustrates another strategy in the data that contributes to the 
deconstruction of celebrity.
Within the data there is a one instance that does not conform to 
the deconstruction of celebrity repertoire, this is included below:
Extract 15
When [Princess Diana’s] illness came to light, people used to say 
she was weak. I couldn’t have disagreed more. You have no idea what 
it’s like to have a mental illness and stand up and do what she does as a 
public figure,’ I’d say to them. ‘She’s not weak, she’s strong.’ (Welch, 
2010, p.229)
Here the author presents non-celebrities as having “no idea what 
it’s like” having MHI and being a public figure, this experience is 
constructed as only understandable to those who are in the same 
position. In doing so, the account creates a distinction between those 
with MHI who are celebrities and those who are not. The former is 
constructed as a double burden which is more difficult to manage than 
the latter (“You have no idea what it’s like”). Rather than discussing this 
in relation to herself, the author uses Princess Diana as an example, 
which works to manage her stake in this construction. Using this 
particular example could also be an attempt to employ defensive
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rhetoric which is defined as an argument’s ability to resist counter­
argument (Potter, 1996) as Princess Diana’s death inoculated her 
against criticism in certain spheres. It is possible that the author uses 
this contradictory discourse to counter criticism from others relating, for 
example, to her own attendance at work. Alternatively, placing herself in 
an exclusive category which is only understood by others within that 
category may be a way of reclaiming some specialness which she has 
denied herself elsewhere in this account by utilising the deconstruction 
of celebrity repertoire.
Summary
In using the strategies discussed above, the authors are resisting 
being positioned as different from others and inhabiting a problem-free 
existence. This provides a contrast to a consumerist discourse which 
presents the acquisition of material wealth as an ultimately satisfying 
goal. It also works to construct celebrities as just like everyone else in 
terms of stigma, MHI and employment issues.
There is variety within the accounts with one instance of 
celebrities being constructed as different. One interpretation is that 
contrasting discourses are drawn on to achieve different aims. 
Ordinariness helps to construct modesty and align the authors with their 
audience. Whereas ideas of difference in terms of how hard life is when 
you are famous, are used to deflect blame and promote sympathy.
The deconstruction of celebrity repertoire works in combination 
with the legitimisation of MHI repertoire to justify the production of the 
accounts and the role of the audience. The legitimisation repertoire 
allows MHI to be spoken of, while the deconstruction of celebrity 
repertoire constructs the authors as ‘just like you and me’ which
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provides a justification for why the audience would be interested in 
reading these accounts.
Subject Positions
The subject positions in the accounts will now be explored. 
Subject positions in the legitimisation of MHI repertoire
Within the repertoire of legitimising MHI, different subject 
positions are privileged in different accounts. The three main subject 
positions in the data are ‘patient’, ‘consumer’ and ‘survivor’.
The subject position of patient appeared in Extract 16 and is 
discussed below.
Extract 16
7 want to go to hospital, ’ I told [the GP]. 7 really don’t feel well. 
Something’s not right. I need them to do tests on me.’ ... I told him I 
couldn’t take much more of it. I needed him to give me something to 
make me feel better now. (Trescothick, 2008, p. 215)
In the data, the subject position of patient is constructed as 
passive and in need of care and advice -  “I needed him to give me 
something to make me feel better now.” In addition, the patient is 
constructed as seeking care and being compliant with medical 
treatment. The extract indicates a discursive theme in the data, that 
those with MHI can not manage their own care, as shown in Extracts 3 
and 8. This subject position serves to maintain the status quo of the 
dominant discourse of medicine as it endorses the power and authority
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of the medical system. As such, it provides an example of how 
institutional power “reaches into the very grain of individuals, touches 
their bodies and inserts itself in their actions and attitudes their 
discourses, learning processes and everyday lives” (Foucault, 1980, 
p.39).
Other authors' accounts work to distance themselves from the 
identity of the patient and instead construct subject positions of 
resistance. For example, one author rejects psychological 
understanding and treatment of her MHI. Instead, she constructs the 
cause of her difficulties as solely physical, accepting the medical model 
of MHI and rejecting a bio-psycho-social model. She states:
Extract 17
[Post-natal depression] wasn’t connected to my childhood or 
upbringing, as some cranks had tried to suggest It was just a 
psychological manifestation of a physical imbalance. (Welch, 2010, 
p. 183.)
This author’s account describes consulting different practitioners 
and rejecting those “cranks” she does not agree with. Using the word 
“cranks” which has a clear evaluative accent, or judgement, attached to 
it puts a specific interpretation on her experience of mental-health 
workers as being unhelpful (Maybin, 2001). In rejecting psychological 
input, she resists the subject position of passive patient made available 
by the medical discourse, instead she adopts the position of the 
consumer of mental-health services. The consumer subject position has 
been defined as: “people who identify as consumers want to work for 
reforms from within psychiatry and accept the medical model of mental 
illness” (Reaume, 2002, p. 421). In the following excerpt, the same
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author constructs the medical profession as needing to reform in terms 
of catching up with her understanding of PND.
Extract 18
My GP was incredibly understanding, and said, 7 have very little 
idea of the link between a person’s psychological state and their 
hormone levels. I wish we had done this at medical school, but we 
didn’t. However, I’m willing to learn.’ ... The medical profession definitely 
needs to do much more research into hormones. Doctors know a certain 
amount now, but they don’t know it all. (Welch, 2010, p. 182).
This subject position allows the author to set up an account that 
displays her credentials as a strong individual despite her MHI. As such 
she constructs herself as able to contribute to her GP’s education. The 
subject position also enables her to deflect any responsibility or blame 
for her condition, as she locates MHI solely in the physical realm. In this 
way her descriptions of work-related stress, and drug and alcohol 
misuse are constructed as not relevant to her MHI. In terms of the 
dominant medical discourse, this subject position represents a position 
of resistance. However, as Foucault (1980) would suggest this 
resistance does not have a unidirectional effect as while the individual is 
constructed as having the power to influence the system, this is only 
achieved from within the system with help from medical professionals. 
Thus this subject position confirms the ultimate power of the medical 
system.
In Extract 10 (p.46), a different author adopts the subject position 
of a survivor. This subject position typically includes rejection of the 
patient role along with a portrayal of individuals with MHI as active 
agents (Speed, 2006). The subject position of survivor is a central tenet 
of the survivor movement which is an association of groups of current or 
ex-service users who consider themselves to have ‘survived’ their
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contact with psychiatric services. Typically these groups resist the power 
of the medical establishment and lobby for choice, advocacy, 
empowerment and service-user-led alternatives to traditional treatment. 
Another important part of the movement is the deconstruction of mental- 
health labels and the development of more positive ones for example, 
‘hearing voices’ instead of schizophrenia (Crossley, 2004). In the text, 
the author rejects psychological advice (“I’m not gonna stop here and 
talk to somebody like a bloody idiot going blah blah blah”) and 
constructs her recovery as linked to time away rather than traditional 
treatment (“I’d rather spend the money on a holiday -  I know what I 
like”).
The data also includes accounts where authors construct only 
those who have experienced MHI as able to fully understand them. This 
puts the authors in a powerful position both in terms of being expert in 
this domain through experience and having the means to disseminate 
their version of events. To claim the position of expert also serves to 
deflect any potential blame or judgement from anyone other than those 
willing to identify themselves as having experienced MHI. The 
discourses work up the subject position of the individual who has 
survived MHI and as a result has useful advice for others. One 
interpretation is that this positioning allows the authors to justify selling 
accounts of their MHI for personal and professional gain. Alternatively, 
this could be a way to reclaim some semblance of a specialness which 
the deconstruction repertoire denied, albeit specialness through 
suffering which is available to everyone who experiences MHI.
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Subject positions in the repertoire of addressing an unbalanced self
Within this repertoire the subject positions of patient, consumer 
and survivor discussed above re-emerge. These are used both between 
and within accounts to create subject positions of helplessness 
alongside agency. In the extracts above, the authors construct 
themselves at various points as lacking the agency to choose treatment 
(Extracts 3 and 7) and being passive recipients of care (Extract 8). At 
other times they construct themselves as able to manipulate the media 
(Extract 9), and take on the medical profession (Extract 10).
In terms of the local deployment of the subject positions, this 
fluctuation between positions of powerlessness and agency enables the 
audience to both sympathise with the authors and accept the authority 
of their construction of MHI.
At times the data constructs people with MHI as having polarised 
subjectivities; passive victims who need to be rescued (Extract 8) or 
rejecters of help (Extract 10). The subject positions offered to others in 
these accounts are by turns privileged as the holders of agency -  “Now 
my husband wanted me to become a pill popper!” (Extract 7) -  or 
denigrated as lacking understanding -  “[Post-natal depression] wasn’t 
connected to my childhood or upbringing, as some cranks had tried to 
suggest” (Extract 17).
The wider implications of these subject positions relating to 
agency is to construct individuals with MHI as able to hold more than 
one subject position at a time. This suggests that care and carers need 
to be sensitive to fluctuations in agency and work to meet the resulting 
needs of the individual.
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Subject positions in the deconstruction of celebrity repertoire
In this interpretative repertoire subject positions work to allow the 
authors to display modesty, vulnerability and ordinariness. This will be 
discussed in relation to three main subject positions using supporting 
quotes below.
The employee
The subject positions of employer and employee are presented 
within this repertoire. For example, in Extract 11, the employee is 
constructed as having limited power and having to endure stigma from 
the employer, whereas the subject position of the employer is 
constructed as having the power and opportunity to express opinions 
about the employee. Both these subject positions re-emphasise 
traditional power relations between employer and employee as one of 
imbalanced power and warrant.
At other times, an appeal to the duties and obligations of the 
employee is used to deflect blame. For example, one author describes 
not leaving a sporting tour abroad after his father-in-law was 
hospitalised.
Extract 19
Looking back, I almost cannot believe that I managed to 
persuade myself that my captain’s needs were greater than my wife’s, 
that the England cricket team was more important than my family. 
(Trescothick, 2008, p. 185.)
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This extract shows how in the text, the personal and professional 
worlds are constructed as in opposition and competing for the attention 
of the individual.
These subject positions serve to promote sympathy for the 
authors and to stress the similarities between author and audience -  
that even people who are successful and influential are subject to the 
same work dynamics as others. In this way the subject positions 
contribute to the work of deconstructing the concept of celebrity.
The everyman/woman
Also within this repertoire, subject positions of the 
everyman/woman are constructed as the privileged subject position.
In Extract 14, the author constructs the subject position of the 
everywoman, in order to emphasise her ‘ordinariness’ despite being on 
television. This works to represent personal modesty and deconstruct 
the concept of celebrity. Similarly in Extract 13, the author constructs 
himself as occupying the subject position of an ordinary working-class 
man to align himself with a particular audience. This device also works 
to suggest that a traditional concept of masculinity is compatible with the 
psychological understanding of MHI that the author is representing. 
Throughout the data, the concept of the everyman/woman is used to 
distance the individuals from the canonical view of celebrities as special 
and different from others. This acts to align the authors with their 
audience in order to present empathy as the appropriate response to 
their accounts.
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The ‘bad mother’
The subject position of the ‘bad mother’ occurs in all the female 
authors’ accounts and performs similar work to the everyman/woman 
discussed above. The bad mother is used to construct female celebrities 
as being subject to the same social pressures and negative experiences 
as others. One interpretation of this is that celebrities are not orientated 
to alternative ways of meaning-making other than traditional gender 
discourses.
For example, in Extract 12 the author constructs two diametrically 
opposed subject positions: the good and bad mother. In the text, the 
good mother is constructed as the privileged position, the one that is 
“natural” and by implication good. The author describes concerns about 
her ability to be a good mother -  “I was failing at things that, according 
to popular belief, were supposed to be the most natural in a woman’s 
life”. Thus she positions herself as not conforming to the traditional view 
of motherhood, she is ‘other’ to it. This provides an example of how 
“motherhood ideology reaches deeply into the lives of individuals and 
family processes... it shapes women’s very identities and activities.
Even when resisted, mothering ideology forms the backdrop for action 
and assessment” (Arendell, 1999, p.9).
By constructing the bad mother as a personal failing rather than a 
social judgement, the author can be seen to desocialise this subject 
position (Wetherell, 1996). This works to deflect attention away from any 
repressive practices associated with this construction and places 
responsibility for change with the individual rather than society.
By adopting this subject position the author also constructs 
herself as vulnerable and similar to others who struggle with their roles.
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Similarly, in the extract below another author attempts to resist the 
subject position of the bad mother when describing a visit from a Social 
Services employee following a suicide attempt.
Extract 20
Social Services arrived at my home in the shape of a very nice, 
sympathetic woman... ‘There’s no doubt that you’re a good mum, you 
absolutely adore your daughter, ’ she said. ‘Honey is obviously healthy 
and happy and you’ve made a lovely home for her.” (Porter, 2007, 
Location 3782)
Here the author uses a linear style of reporting speech which is 
linked both to authoritative voices, in this case a Social Services 
employee, and also to the prevailing ideological practices of a society 
(Volosinov, 1986). This technique legitimises the resistance of the bad 
mother subject position -  “There’s no doubt that you’re a good mum”. 
One interpretation is that this device is used due to the seriousness of 
the allegation, the author’s word alone is not enough to counter it, so the 
quote is used to transform a matter of opinion into an incontrovertible 
fact (Woolgar, 1988).
Considering the dialogical aspect of talk, Extract 20 provides an 
example of responding to or anticipating other critical utterances 
(Maybin, 2001). These extracts indicate that avoiding being positioned 
as bad mothers is a central concern. To take up the subject position of 
bad mother or have it forced on one is associated with a risk of being 
classified as unfit which may invite action from others. Thus the authors 
orientate themselves to the fact that being a female parent is publicly 
recognised and invokes certain duties and obligations, and not fulfilling 
these duties may lead to public criticism. The text indicates that
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celebrities are aware of public censure, they construct themselves as 
subject to it and work to avoid it.
In terms of the local deployment, the resistance of the bad mother 
subject position works to deflect criticism and represent the authors in 
ways they experience as positive. The use of this subject position also 
indicates its global relevance for women in general, even those who are 
wealthy and high-profile. Utilising the subject positions of good and bad 
mother can be seen as another way for the authors to bridge any 
perceived gap between themselves and their audience, and constructing 
sympathy as an appropriate response to their accounts.
In terms of global deployment, the good mother discourse is 
widely available and includes cultural representations of a woman caring 
for children at home, putting their needs before her own. This discourse 
has political implications, including encouraging new mothers to stay at 
home, which keeps them out of the labour market and dependent on 
others for income (Burr, 2003). Therefore, from a feminist perspective 
this discourse is implicated in the subordination of women and the 
stratification of genders (Goodwin & Huppatz, 2010). Feminist theorists 
have been concerned with disrupting the dominant discourses around 
mothering, for example Ruddick (1980) and Porter & Kelso (2006). Work 
has included denaturalisation of motherhood and broadening the 
categories of mother and woman. Within the text, one author starts to 
question the discourse that is shaping her life, see Extract 21 below.
Extract 21
Chris was a father, and he was able to return to his job almost 
immediately. No one encouraged my going back to work and the 
assumption was that I wouldn’t even have the desire to do so. (Shields, 
2005, p.98)
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Here the author questions why her husband’s return to work was 
swift and taken for granted, while others held an “assumption” that a 
mother would not “desire to do so”. In terms of local deployment, this 
text may be interpreted as constructing her MHI as relating to 
oppression and lack of a professional role rather than personal failing. 
The author does not draw on newer discourses of women combining 
working and motherhood which comes with its own tensions (Radtke & 
Van Mens-Verhulst, 2001). This extract begins a section where the 
author considers the value of work but she does not return to the gender 
implications of the discourse. This could be interpreted as an example of 
how difficult it is for individuals to resist a hegemonic discourse.
While the male authors in this research were also parents, they 
did not construct the subject position of bad father and as a result did 
not attempt to resist it. This indicates that the discourse on parenting is a 
gendered one in the world of celebrity. While motherhood is constructed 
as a publicly recognised role that invites comment and action from 
others, being a father does not. One reading of this may be that it 
emphasises the importance of the mother’s relationship to the child in 
comparison with the father’s. Alternatively, this inequality may indicate 
that, despite changes in gender roles, women -  even those with fame 
and financial power -  still have to be aware of how they are judged by 
the collective in ways that men do not.
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Ideological Dilemmas
The ideological dilemmas in the accounts will now be explored. 
Ideological dilemmas in the legitimisation of MHI repertoire
Within this repertoire there is an ideological dilemma between the 
constructions of care associated with the three main subject positions. 
The patient is constructed as passive and submits to whatever care is 
deemed necessary, whereas the consumer is represented as wanting to 
change services from within, and the survivor is constructed as resisting 
diagnosis and psychiatric care. Thus these different subject positions 
can be seen to be in conflict with each other.
The wider social significance of this ideological dilemma concerns 
institutional power and whether the individual can or should challenge it. 
The patient position suggests this cannot and should not be done, even 
if the individual endures unsafe treatment (Extract 3, p.37). The 
consumer position suggests that any challenge must be made from 
within the system with the help of like-minded medical professionals 
(Extract 18, p.57). In contrast, the survivor position suggests that 
institutions can and should be challenged (Extract 10, p.46).
Ideological dilemmas in the unbalanced self repertoire
The unbalanced self repertoire constructs contrasting subject 
positions with different levels of agency. Where subject positions of 
passivity and agency relating to MHI appear within the same account, 
lacking agency is denigrated. Typically the dilemma is resolved by 
recourse to an idea of MHI affecting the ability to act with agency. For 
example, in the extract below.
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Extract 22
The one thing I would do differently is to be much more honest 
and open about my problems and do it much, much sooner... I never 
had a real choice in the matter anyway... the illness from which I was 
suffering was in total control. (Trescothick, 2008, p219-220.)
Lack of agency is therefore constructed as a personal deficit 
rather than relating to any social processes. In this way the responsibility 
for agency is located in the individual rather than in cultural or societal 
institutions. Lack of agency is desocialised and naturalised and as such 
is pathologised into narratives of weakness (Wetherell, 1996).
Ideological dilemmas between the repertoires
Working between the repertoires there is an ideological dilemma 
between subject positions that either conform to or resist pressure from 
society. The authors' accounts build up the desirability of being seen as 
a strong individual who takes ownership of their actions, while bowing to 
pressure from society is constructed as the devalued position, and yet 
they construct themselves as struggling to maintain their resistance to 
pressure.
One author acknowledges the construct of social pressure to be a 
‘man’s man’, who denies emotions, yet he also represents himself as 
benefitting from being in touch with his feelings and discussing them 
with others. He resolves this contradiction in terms of personal 
development and of his realisation that the two positions do not have to 
be constructed as mutually exclusive. Deconstructing celebrity is also a 
resistance of pressure to be positioned in a certain way and presents an 
alternative construction to the view of celebrities as being special.
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In this way the accounts construct resisting societal pressure as a 
personal responsibility and conforming as a personal deficit. One 
interpretation is that this downplays the role of others in (dis)allowing 
voice to minority or opposing views. In desocialising 
conformity/resistance in this way the authors are placing the burden of 
change on the individual.
DISCUSSION 
Overview of Findings
This study set out to analyse how celebrities constructed MHI in 
their autobiographies. The findings are summarized below.
Legitimisation of MHI
This repertoire constructs MHI as a legitimate concern. Within 
this repertoire the data constructed hopeful conclusions and privileged 
accounts of recovery. Researchers have hypothesised that media 
accounts from the point of view of individuals with MHI would be more 
positive and less stigmatising (Coverdale et al., 2002). The accounts 
studied here matched this expectation. However, it may be argued that 
presenting MHI as something to be overcome perpetuates the simplistic 
disease model view that MHI are ‘bad’ and need to be transcended 
(Olstead, 2002).
The repertoire was further constructed using the testimony of 
medical professionals. Use of medical professionals (re)produced the 
dominant discourse about health and the power of the medical 
establishment.
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The subject positions of patient, consumer and survivor were 
made available within this repertoire. Ideological dilemmas arose in 
terms of service users’ roles in the medical profession and discourses 
that either allow or disallow challenges to powerful establishments.
Addressing an unbalanced self
Using this repertoire the authors presented agency as 
intermittent, relative and contingent. Constructions of a lack of agency 
worked to limit responsibility for treatment choices and the reiteration of 
stigmatising views. A deficit of agency was constructed as the 
denigrated position and was attributed to either MHI or lack of personal 
development. Constructing agency as a personal deficit deflects 
attention from any repressive social practices associated with agency 
and places the responsibility for change at an individual rather than 
societal level (Wetherell, 1996). However, one account challenges this 
view through constructing a rejection of medical advice as a common- 
sense reaction to the situation.
Deconstruction of celebrity
This repertoire deconstructed the idea of celebrities as special or 
inhabiting a problem-free existence. Ordinariness was emphasised in 
order to construct sympathy as an appropriate response to the accounts 
and to reduce any distance between the authors and their audience.
The accounts work to avoid denigrated subject positions and to 
construct a failure to inhabit idealised positions as a personal deficit. 
While alternative constructions are available these are not drawn on. 
One interpretation for this is that despite the availability of alternatives, 
the power of the discourse around personal deficits is such that it is
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assumed without question. Within this repertoire the authors balance 
discourses of ordinariness with those of specialness in instances where 
the latter is used to justify action or deflect blame.
What is (Un)sayable
During data collection for this research, no celebrity 
autobiographies about psychosis were found. This may indicate that 
there are limits to what is constructed as ‘sayable’ which in turn could 
reflect a distinction between ‘neurotic’ and ‘psychotic’ disorders. Rogers 
and Pilgrim (1996) argued that this distinction reflected a historical 
difference in care with ‘psychotics’ cared for in institutions and 
‘neurotics’ in the community. This difference also exists in media 
coverage of MHI with ‘psychotic’ constructed as dangerous while those 
with ‘neurotic’ disorders are represented as figures of fun (Barnes & 
Earnshaw, 1993). This research may indicate a further way in which this 
distinction is perpetuated -  with ‘neurotic’ disorders being ‘sayable’ in a 
celebrity autobiography whereas ‘psychotic’ disorders are not. This 
suggests that being ‘sad’ is an acceptable position for celebrities to 
speak from but being ‘bad’ is too dangerous to adopt and reflect on.
Reflexivity
As discussed in the Introduction, issues of personal reflexivity will 
have affected the analysis. In addition to the points considered in the 
Introduction, it is also recognised that other elements of my experience 
may have affected the analysis, for example, as a woman I may have 
been more aware of discourses relating to gender. In terms of 
epistemological reflexivity it is acknowledged that this research is itself a 
social construction that is both a description and construction of celebrity 
accounts of MHI. This analysis is one of many possible readings each
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with equal validity. The design of the research will have shaped what 
has been found, for example, in terms of the balance in analysis 
between how language is used in the immediate context and the wider 
societal discourses.
Usefulness of Findings
In considering the usefulness of qualitative research, Willig 
(1999) identifies three ways that discourse analysis can be employed. 
Firstly, to challenge practices which legitimise oppression or 
exploitation. Secondly, to inform training programmes to enable people 
to use discursive skills to resist oppression and marginalisation. Thirdly, 
to design interventions to reposition the subject in ways that are 
empowering. With this guidance in mind the usefulness of this research 
to different groups is considered below.
Shared understandings and the role of clinical psychologists
At times, the data draws on conventional representations and 
narratives. For example, the constructions of the medical establishment 
and gender relations can be interpreted as maintaining existing 
unbalanced power relations. In addition, the data construct MHI as 
associated with blame and the need of individuals who experience MHI 
to account for themselves. Often when considered in relation to society, 
the role of the individual is pathologised into narratives of personal 
weakness. This deflects attention away from social processes that might 
contribute to oppression. Thus the data may be interpreted as 
contributing to shared constructions of MHI which are considered dated.
This indicates the need for clinical psychologists to be more 
active in the public domain in order to develop representations that are 
informed by psychological understandings of MHI. This could be
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approached in a number of different ways. For example on a personal 
level, individual psychologists could make a commitment to challenge 
dated constructions of MHI where they experience them, such as using 
personal social networking sites to comment on views about MHI 
expressed in television programmes or other areas of the media. On an 
organizational level, psychological institutions or societies could develop 
informational sessions to be delivered in community settings to open up 
discussions about MHI with different groups. This would serve to allow 
professionals to learn more about how data such as celebrity 
autobiographies are interpreted by different groups and also to explore 
alternative constructions.
The effect on individuals and the role of clinical psychologists
The general public, including service users, may benefit from reading 
celebrity autobiographies due to the normalising aspect of constructions 
relating to MHI. Equally, these portrayals provide a view of MHI and 
treatment which may be limiting. Discourses that, for example, legitimise 
the power of the medical establishment and promote the subject position 
of the patient may not be experienced as empowering. This may have 
implications in terms of people accessing services and engaging in 
psychological work. In this case, the role of the clinical psychologist may 
be to explore existing ideas around MHI with the aim of increasing 
awareness of alternative available subject positions. It may be helpful for 
the clinical psychologist to make both service users and mental-health 
teams aware of the available discourses and the opportunity to 
challenge subject positions. This could potentially be appropriate when 
using psychological approaches which recognise the role of stigma and 
societal values and pressures for example narrative approaches, 
systemic approaches, interpersonal psychotherapy and community 
psychology.
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Working with different client groups
The findings may also be useful to those mental health 
professionals who work with famous people and their families in terms of 
understanding the current discourses around celebrities and MHI.
Limitations of The Study
Antaki et al. (2003) suggest a number of ways in which research 
can fall short of genuine analysis. These are detailed below along with 
information on how the issues were addressed in this research.
1. Under-analvsis by summary results in the detail and discursive 
subtlety of the original data being lost. To avoid this issue, this research 
was located in the data using the words and phrases of the authors. 
Analysis involved identifying interpretative repertories, subject positions 
and ideological dilemmas in the data and discussing the work that these 
devices do both within the text and the wider context.
2. Under-analvsis by taking sides occurs when the analyst primarily 
positions themselves in relation to the data. To avoid this, the 
researcher attempted to remain aware and reflect on what was brought 
to the data and to clearly locate all analysis in the data itself.
3. Over-guotation or isolated Quotation. This type of under-analysis 
occurs when the research either presents a list of quotes with no 
analysis or a few quotes are used to support arguments. This issue was 
addressed by attending to the balance between quotes and analysis and 
ensuring analysis considered quotes in their discursive context.
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4. Circular identification of discourses and mental constructs involves 
identifying discursive features and then using them to explain quoted 
discourses. To guard against circularity, this research attempted to 
analysis how different repertoires are utilised in particular contexts.
5. Under-analvsis bv false survey happens when claims about the data 
are generalised from a sample to all members of a category the sample 
are supposed to represent. To guard against this, all claims made in this 
research are acknowledged to refer to the specific sample used only.
6. Analysis should go beyond spotting features of conversational and 
rhetorical procedures. As recommended, this research has attempted to 
show how discursive devices are used to manage speakers’ 
interactional business.
Harper (1995) raises awareness of the many stakeholders in 
mental health services and the need for all voices to be attended to. 
Within this arena, some voices are privileged over others, for example, 
due to their status doctors’ voices are dominant. One criticism of the 
current study may be that the celebrities’ voices are already privileged 
and research would more profitably focus on under-represented voices. 
However, this study is justified for the reasons explored in the 
introduction and, indeed, celebrities’ level of privilege provides a reason 
to study them as their status and access to the media contributes to 
their role in meaning-making.
There was a lack of diversity relating to the authors’ stated ethnic 
background, sexuality and religious/spiritual beliefs. This is not to 
suggest either that a homogenous sample is not interesting, or to make 
any claims at generalisability, rather it indicates ways in which the link
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between MHI and celebrity can be explored further within wider cultural 
backgrounds.
Further Research
With more time, it would be interesting to either include more 
accounts into this study in order to draw on more constructions of MHI, 
or focus in further detail on a single account. Alternatively, this study 
could be built on by research focusing on celebrity constructions of a 
specific diagnosis. Similarly, future studies could consider the accounts 
of individuals from specific fields such as sportsmen as this is an area of 
increasing disclosure which may have implications for help-seeking in 
men. It would also be interesting to analyse celebrities’ discussions of 
MHI in other areas of the media for example, in documentaries, 
interviews, or social media which may include constructions made while 
experiencing symptoms rather than in retrospect. It would also be useful 
to research how non-celebrities make sense of celebrity accounts of 
MHI.
Conclusions
This research found a number of interpretative repertoires were 
used in celebrities’ accounts of MHI which worked to make different 
subject positions (un)available. The authors were orientated to 
anticipated blame while also attending to any gap between themselves 
and the audience. In contrast with society, the individual position was 
often pathologised in these accounts. This may reflect the difficulty of 
expressing constructions that challenge dominant discourses. 
Considered together the accounts reiterate and thus reinforce dominant 
medical and gender discourses. In these ways the accounts produce 
and reproduce the current ways society constructs MHI.
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ABSTRACT
There has been much debate about the relationship people have had 
with art over time and across cultures. Traditionally, researchers seeking 
to understand people’s responses to art have constructed laboratory 
experiments to gauge the reactions of participants to artistic stimuli. A 
qualitative approach would provide a richer account of individuals’ 
experiences. Each of the five researchers in the group recruited and 
interviewed one participant from their own social group. This sample of 
five participants consisted of four females and one male, all of whom 
were White and British. The age range was 26-43 years. The semi­
structured interviews lasted 20 to 30 minutes and were digitally 
recorded, and later transcribed verbatim. The process of analysis 
followed the recommendations of Smith and Osborn (2008), with 
modifications to allow for the research to be carried out by a group: the 
group of researchers analysed one transcript together, then analysed 
the transcript of their own participant separately. The group then 
produced superordinate themes together. Themes identified included 
the arts: being used as an emotional resource; as having meaning for 
the self; providing a connection to others; and broadening horizons. The 
credibility of the analysis, the strengths and limitations of using a 
qualitative approach, and the effect of the process of carrying out the 
project on the researchers are reflected on.
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